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Hope 


still remains 


During recent years, the outstanding 
value of Hepamino (Proteolysed Liver) 
in all macrocytic anaemias caused by a 
deficiency of the anti-anaemia factors of 
liver, has been confirmed and accepted. 
Proteolysed liver is‘the only form of 


liver at present known for the effective 


control of macrocytic anaemia of the 
refractory type. It contains in a readily 
assimilable form some haematopoietic factor additional to 
the anti-anaemia factor present in fractionated liver extracts. 


There are present in Hepamino at least two unknown growth 


substances for certain bacteria which are distinct from Folic 


Acid, Vitamin B,, and Streptogenin. 
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Sir Herbert Borker—the 
eminent specialist in 
Manipulative Surgery 


*“One of the 


best services 
| have ever 
rendered 
humanity ” 


great Sir Herbert 

Barker writes: “The 
damage done by badly fitted 
shoes has been brought 
home to me by numberless 
cases of foot deformation. 
The mind and the body alike 
are strongly influenced by 
comfort or discomfort — 
especially where one’s feet 
are concerned. If | can 
persuade the whole world 
to wear the shoe | have 
personally designed for per- 


fect comfort, | shall feel it is 
one of the best services | 
have ever rendered hu- 
manity."’ Be fair to your 
feet: wear Sir Herbert 
Barker Shoes and enjoy 


perfect foot comfort. 


Sir Herbert Barker Shoes 
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Sir Herbert Barker Shoes are now made by the famous house of B.G. & Co 
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“one nervous woman can give rise to more diverse, undiagnosed and undiagnosable 
complaints than a whole pathological ward.” 


Harding, T. S.: M. Rec. 160:198, 1947 
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* For the many patients, especially women, who complain 


of nervous tension throughout the day and wakefulness during 
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Bland yet potent iodine 


LTHOUGH highly active, ‘Iodex’ is 
entirely bland even on open wounds. 
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not harden, crack, or stain the skin. Chil- 
blains, bruises, painful joints and muscles, 
and enlarged glands quickly yield to its 
soothing and resolvent properties. ‘ Iodex’ 
dressings are ideal for minor cuts and abra- 
sions. Since they do not adhere to broken 
surfaces, they can be renewed without 
causing fresh bleeding and with the mini- 
mum of discomfort to the patient. Band- 
ages, if employed, should be light and 
loose, NOT tight or air-excluding. 
Issued in 1-oz. and 4-oz. jars. 
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foot or other dermatophytoses unless it readily penetrates the skin. * Tineafax " Ointment 
contains undecylenic acid (recognised as a highly efficient fungicide) in a base of exceptional 
penetrative power. Clinical experience confirms that ‘Tineafax' clears most cases of tinea 


pedis in from 7 to 21 days. It is bland, non-irritant, analgesic, clean and pleasant to use. 
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sustained for 36/48 hours 
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A Minimal therapeutic level. 
B 300,000 units of procaine 


penicillin suspension in oil 
administered intramuscularly. 


C 300,000 units of penicillin 
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‘Avioprocil’ contains the procaine salt of Crystalline Penicillin G in oily suspension (300,000 units per m.g.) 
with aluminium stearate, and offers important advantages :— 
@ Therapeutic blood levels of penicillin maintained for at least 36-48 hours 
@ Effective penicillin therapy achieved with a single daily injection of | c.c. 


@ Administration is free from irritation and pain. 
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CANCER OF THE BREAST 
ITS PROGNOSIS * 


GeorGE Sacks, M.B., F.R.C.S. 
Groote Schuur Hospital, Observatory, C.P. 


Many of you will wonder whether a surgeon can say 
anything about carcinoma of the breast which has not 
already been said to the point of nausea; so I shall begin 
by asking a question which at least has the merit of com- 
parative novelty: Is there a place at all for surgery or 
radiotherapy in the treatment of breast cancer? Would it 
not be better at the present stage of our knowledge to 
leave patients to die, if not peacefully, at least un- 
disturbed? 

The average duration of life from the appearance of the 
first symptom in untreated cases is over three years. If 
you will look at the graph (Fig. 1) published by Daland, 
Nathanson and Welch (1936) you will note that in a series 
of 100 cases which for one reason or another had had no 
treatment of any kind, 22 were alive at the end of five 
years. In unselected cases the five-year survival rate after 
surgical treatment is about 334%. Contrast this with the 
22% five-year survival in wholly untreated cases, allow 
2% for the mortality rate of radical mastectomy and you 
will see, on these figures, the result of treatment is that 
out of every 100 cases nine extra patients are alive at the 
end of five years. Is treatment worthwhile? 

I have put the problem in this way partly to impress 
upon you how far we have to go, but also to show you 
the fallacy of using statistics unintelligently. Note, to begin 
with, that the untreated cases are shown as surviving a 
given period from the date of onset of the first symptom, 
whereas surgical results are calculated from the date of 
treatment—not necessarily synchronous periods. Note also 
that the untreated cases live with their cancers till they 
die: the treated have a period of freedom. When we talk 
of patients surviving five years we may mean that they 
are only half-alive. Death, indeed, may be preferable to 
some forms of survival. 

Much more important is the completely different picture 
which emerges when the cases are broken down into the 
stages at which they appear for treatment. The Portmann 
grouping divides carcinoma of the breast into the follow- 
ing: 

Stage 
alone. 


1. The cancer is localized to a part of the breast 


* A paper read to the Worcester Division of the Cape Western 
Branch. Medical Association of South Africa. 
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Stage 2. The cancer involves a large part of the breast, is 
—— to the skin and there are metastases in the axillary 
glands. 

Stage 3. The breast and the axillary glands and the supra- 
clavicular glands or the contra-lateral axillary glands are 
affected and there is fixation to the pectoral fascia. 

Stage 4. In addition to the above (or without them) there 
are visceral or skeletal metastases. 


1550 TREATED CASES 
100 UNTREATED CASES 
NORMAL EXPECTANCY (AGE 52) 


~ 


PERCENTAGE 


234567690 2H 


YEARS 


In Stage 1 cases the average five-year survival rate is in 
the neighbourhood of 80% (some surgeons claim 85%). 
This is four times as many as in the untreated cases and 
two-and-a-half times as many as the overall unselected 
cases. In Stage 2 cases the average five-year survival rate 
drops catastrophically to 33%—the figure we have given 
for unselected cases of all stages. Stage 3 and 4 cases show 
a survival rate of from 24% to 6% after five years. What 
emerges, therefore, on breaking up cases of cancer of the 
breast into their groupings is a much more favourable 
prognosis for Stage 1 cases. Surgical treatment is very 
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much worthwhile in this group if 80 out of every 100 are 
alive at the end of five years 

I have made the point elsewhere, but it will bear repeti- 
tion. We say that in the best hands radical mastectomy in 
Stage 1 will show an 80%, five-year survival rate; but why 
not 100%? If, as we teach, cancer begins as a local 
disease, why not 100°,? The answer has been partly given 
by Sampson Handley whose father stressed the point years 
ago. In 50 consecutive radical mastectomies he explored 
the second intercostal space and found in three cases (6%) 
microscopic evidence of spread to the intercostal gland 
without involvement of the axillary glands. In other 
words, 6% which normally would have been grouped as 
Stage | cases were from the point of view of prognosis 
already in Stage 3 

The problem of treatment in breast cancer would there- 
fore appear simple. Let the surgeon have his cases in 
Stage 1 and all will be well; but to the simple all things 
are simple. The depressing fact emerges that in all clinics, 
in all countries, everywhere these records are available 
of all cases of carcinoma of the breast presenting them- 
selves for treatment only 30% will be in Stage 1. Adair 
says that 60% to 62% of cases coming to the New York 
Memorial Hospital have the axilla affected when they are 
first seen. At this point the smug surgeon exhorts the 
family doctor to be up and doing, not to procrastinate but 
to send every woman with a lump in her breast to him 
as soon as he finds it. But the family doctor is already 
doing this. It is a lesson which has been hammered home 
to generations of medical students. Every doctor to-day 
knows that a lump in the breast must be seen by a 
surgeon. The Clinical Research Committee of the British 
Empire Cancer Campaign reviewed 2.529 cases seen at 
hospitals in London and found that in 77% of the cases 
the first thing which brought the patient to the doctor was 
the appearance of a painless lump. Clearly, the problem 
is not one which depends upon the general practitioner. It 
depends upon how soon the patient will discover the lump. 

It has been suggested that women should be encouraged 
to go through a monthly cancer drill during which they 
palpate their breasts for the presence or absence of a lump. 
It is, I think, a horrifying suggestion. For we should find 
merely another overwhelming problem added—the danger 
of cancerophobia. Everyone who has had the task of 
persuading patients that they have not got cancer will 
recognize the danger. In any case the suggestion is highly 
itapracticable for the vast majority of women. 

I know of no satisfactory answer and in this age of 
nuclear fission it is as well for surgeons to realize that, 
unless the patient is seen in Stage 1, less than one in three 
patients will survive five years after treatment of any sort. 
Consider the facts. Here is a cancerous growth which 
affects a surface organ, which, on the face of it, should 
be recognizable early and which should come for treat- 
ment early. Yet the overall picture is as bleak as I have 
described it to be. Cancer of the gastro-intestinal tract 
and lung, when treated with all the resources of modern 
knowledge, is equally disappointing in its results. Let no 
one comfort himself with the notion that cancer kills off 
the aged and relatively useless members of society and that 
it need not therefore be regarded as seriously as, say, 
rheumatic fever, which strikes at the young. More 
children die from malignant disease than from anterior 


10 February 1951 


poliomyelitis, diphtheria, scarlet fever, typhoid and malaria 
combined. No doctor is without experience of a pre- 
mature end to promising lives struck down at the height 
of their usefulness; nor is he unaware of the many, many 
thousands who do not have the disease but whose nights 
are made sleepless and whose days are filled with gnawing 
anxiety through fear that they may have. 

Is there any evidence that surgeons fully realize the 
dismal results of treatment in cancer? For many years 
cancer associations and institutes have collaborated with 
lay bodies to disseminate propaganda designed to 
encourage patients to come early for treatment. The 
prospect of cure in early cases has been held out as an 
inducement. Much valuable educative work has been done 
and patients have shown an increasing willingness to submit 
to treatment. But the cumulative results have tended to 
make physicians and surgeons fall partial victims of their 
own propaganda, so that a false perspective of the limita- 
tions of present-day treatment has been created. 

The first duty, therefore, of the surgeon who approaches 
his work with humility is to stress the need for concerted 
and co-operatively planned research into the cause and 
cure of cancer. He should feel it an intolerable reflection 
upon society that this challenge to medicine continues to 
exist. Cancer requires the specialized knowledge of the 
biologist, the biochemist, the geneticist, the pathologist, the 
statistician, the physicist, the surgeon and the radiologist 
We tend to go along complacently saying: ‘One day soon 
the mystery will be solved. The cure for cancer is almost 
here’; and the lay public, with a naive belief in the 
omniscience of scientists, happily accepts this optimistic 
forecast. 

Cancer research seems bogged down in the stage of the 
patient accumulation of facts; but the collection of facts 
may be as stultifying as the collection of cuckoo clocks. 
What is needed is a sense of urgency, a sense of outrage 
that in 1950 this disease should continue to terrorize 
humanity. In Prague there is a narrow winding little street 
close to the Cathedral of St. Vitus lined by a row of dolls’ 
houses peculiar in that there is no exit to the street. Here 
the ancient Kings of Bohemia immured the alchemists they 
lured to their castle and here they were told they would 
live and die until they could discover how to turn lead into 
gold. Sometimes in one’s impatience one feels that some- 
body should do this with cancer research workers. After 
all, it is not so unlike what was done and is being done 
to atomic physicists. 

Let us have an honest and realistic attitude. The 
problem needs more than boasting about our results in 
early cases and putting the blame on the general practi- 
tioner for our bad results in the late cases. It is not just 
a problem for the man in the laboratory with his mice and 
his methylcholanthrene, or for the surgeon painfully 
swinging his statistics to show results a decimal point 
better than those of his colleagues. We should all be 
research workers. We should observe like hawks the 
natural history of cancer, its regression and its advance. 
Inoperable cases, incurable cases are invaluable material 
and must be studied with eager interest instead of being 
regarded as mendicants of anodynes and narcotics. In this 
manner we shall find the means to rid the middle-aged of 
the shadow which dogs their steps. 

Until that auspicious day arrives, every lump in a breast 


id 
ig 
‘ 
‘ 
4 


10 Februarie 1951 


must be regarded with suspicion—suspicion which need 
not and should not be communicated to the patient. The 
experienced pathologist will make fewer mistakes in the 
identification of breast tumours than the wisest and most 
experienced of surgeons. Therefore let the pathologist 
have the last say where there is reason for doubt. Biopsy 
should not be done unless the histological report can be 
had within a few hours. If a week or longer must inter- 
vene, the case should be referred to a centre where an 
early report can be made. Biopsy should mean the removal 
of the whole tumour and surrounding normal tissue, and 
not a small piece removed from the tumour itself. 

Who decides into which group a case of breast cancer 
falls? The surgeon may say: ‘ This tumour is localized 
to a part of the breast. There is no fixation to the skin 
or to the pectoral fascia. I can feel no enlarged axillary 
glands. This is a Group 1 case.’ But he may be wrong. 
Serial sections may show infiltration of axillary glands not 
detectable clinically. The pathologist will then label it a 
Group 2 case; but, as we have seen, the internal 
mammary glands may be affected without any evidence 
of axillary spread. In such a case neither the surgeon nor 
the pathologist wili group the case correctly. 

All this has a direct bearing on treatment. Almos: 
universally the accepted scheme to-day is as follows: For 
Group 1—radical mastectomy; for Group 2—radical 
mastectomy followed by irradiation. For Groups 3 and 
4—irradiation only. The value of pre-operative irradia- 
tion has not been established unequivocally. It is barely 
possible that perceptible improvement in Group I cases 
would result if routine irradiation of the anterior 
mediastinum were to follow radical mastectomy. Lenz of 
New York believes that this might be useful in those cases 
where early spread to the internal mammary group has 
occurred. 

We must turn now from groups and stages and per- 
centages to the human problems which lie behind them. 
Can anything be done to improve matters? Is it possible 
to prevent the onset of breast cancer? Stabins (1946) has 
suggested that there should be no suckling of children in 
families with a strong history of cancer. Probably (the 
case is by no means proven) in families where marked 
organ specificity has shown itself, i.e. where the breast has 
been singled out in a conspicuous fashion, suckling should 
be forbidden. Some work along these lines is being under- 
taken by Hedley Atkins in London, but clearly salvation 
does not lie here. 

About 70%, of breast cancer cases are incurable when 
they are first seen. About 50% will require some form of 
palliative treatment—one case in two. Palliative treatment 
in terms of what we know to-day largely means irradia- 
tion. Where are the facilities for this? Even in the most 
advanced countries there is nothing like an adequate 
supply. Cancer of the breast is usually regarded as a 
surgical condition, yet in actual fact the radiologist sees 
and treats more cases than his surgical colleague. Nobody 
except the most incorrigibly optimistic radiotherapist 
believes that the ultimate answer to the problem lies in 
the sphere of radiology, but in our present stage of back- 
wardness it is as well to realize the role which a well- 
equipped radiological department can and does play in the 
alleviation of suffering and the prolongation of life. 

The administration of testosterone or stilboestrol seems 
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to be helpful in a pitifully small percentage of cases. 
Similarly, oophorectomy appears to retard dissemination 
in cases occurring before the menopause. On the whole. 
however, when the surgeon and the radiologist have failed, 
the burden of treatment falls upon the family doctor. What 
a salutary lesson for surgeons it would be if, in discussing 
their results, they could hear the opinion of the general 
practitioners who have to do the salvage work! 

There is no better test of what is sometimes referred to 
derisively as the ‘noble’ profession than the handling of 
such cases. It is not only the patient who must be soothed 
and comforted. There are the relatives who carry a tragic 
burden. The white lies that must be told every day, the 
questions that have to be answered, the practical problems 
of coping with bedridden, often querulous patients—here, 
indeed, is a test of calmness, patience, tact and wisdom. 
The weaker ones among us will fly to the hypodermic 
syringe and agitate for euthanasia. The strong will carry 
on until mankind is liberated from the scourge. 
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whooping cough in children under one year of age. The 
clinical course was not so favourable in children over one year 
of age. There seems to be no advantage in the combined 
administration of streptomycin by aerosol route and intra- 
muscular injection when compared with either aerosol or 
intramuscular injection alone. 


J. W. Beeler, J. H. Tillisch and W. C. Popp, A New Drug in 
the Treatment of Radiation Sickness. Proceedings Staff Meet. 
Mayo Clinic (1949): 24, 14 September. 


The authors became interested in the striking similarity 
between the symptoms of motion sickness and those of 
radiation sickness. The parallelism between the lassitude. 
nausea and vomiting, anorexia, and malaise of seasickness and 
airsickness, and those of radiation sickness, suggested a trial 
with dramamine. Dramamine is a drug that is used with good 
results in seasickness and airsickness. 

The authors report their experience with 82 patients, who 
had radiation sickness in either moderate or severe degree 
Marked nausea was present in every case and vomiting in 53 
cases. The results were tabulated as follows: excellent, when 
there was cessation of vomiting, decided relief ef nausea and 
prostration; g when vomiting had been eliminated, but 
occasional nausea ‘persisted; fair, when symptoms were reduced 
but nausea and vomiting were present in a sufficient degree to 
produce mild discomfort; and poor, when only slight or no 
relief was obtained. 

The results in 25.6%, of the cases were excellent, 53.7% 
good, 4.9% fair, and 15.8% were poor. 

The authors conclude that dramamine can safely be used 
as a prophylactic or therapeutic agent in the treatment of 
radiation sickness. 
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VAN DIE REDAKSIE 


ONBESONNE GEDRAG 


Op sy jongste vergadering het die Federale Raad die feite 
in verband met ‘n geval van moontlike onetiese gedrag 
oorweeg Die belangrikste feite was soos volg: ‘n 
Anonieme geneesheer het geneeskundige artikels tot ‘n 
leke-weekblad bygedra. ‘n Korrespondent het aan hom 
om raad geskryf omdat hy sy eie simptome in ‘n besondere 
artikel in hierdie tydskrif erken het as dieselfde wat beskryf 
is. In sy antwoord het die naamlose praktisyn nie slegs 
die korrespondent aangeraai om hom deur ‘'n bekwame 
geneesheer te laat ondersoek nie, maar het hom ook na 
‘n spesifieke geneesheer vir hierdie doel verwys. Die 
pasiént het met die spesialiteit in verbinding getree, wat 
na briefwisseling die pasiént aangeraai het om ‘n afspraak 
met die oog op ‘n ondersoek te maak en die konsulterings- 
geld is genoem. In sommige kringe is gemeen dat hierdie 
wyse van optrede onreélmatig en moontlik oneties is ten 
opsigte van die anonieme geneesheer. Daar is selfs te 
kenne gegee dat sulke optrede tot die werf van pasiénte 
lei. 

Die Sentrale Etiekkomitee wat op die saak ingegaan het, 
was van mening dat die optrede van die betrokke genees- 
heer eerder onbesonne as oneties was. Daar was algemene 
eensgesindheid dat 'n geneesheer in die omstandighede van 
die anonieme skrywer in die normale loop van sake 
pasiente kan en moet aanraai om ‘n dokter te spreek, maar 
daar is gemeen dat ‘n spesifieke dokter nie genoem moet 
word nie. 

Dit sou verstandgier wees om die pasiént vir geskikte 
raad na sy eie geneesheer te verwys. Indien die pasiént 
geen geneesheer het nie, moet hy aangeraai word om met 
die plaaslike Takkantoor in verbinding te tree waar die 
name van verskeie geneeshere aan hom verstrek kan word 
sodat hy sy reg om sy eie geneesheer te kies, kan uit- 
oefen. 


SENTRUMS VIR NA-GRAADSI 
ANESTESIOLOGIE 


OPLEIDING IN 


Die onlangse ontwikkeling van ‘n spesiale sentrum in 
Kopenhagen vir na-graadse opleiding in anestesiologie is 
‘n aanduiding van die hedendaagse besorgdheid oor die 
behoefte om onderrig in hierdie belangrike diens te ver- 
beter. 

Suid-Afrika het reeds die behoefte erken om sentrums vir 
opleiding in anestesiologie te stig en sy Mediese Register 
maak vir hierdie spesialiteitsgebied voorsiening maar dit sal 
sekerlik nuttig wees om die moontlikheid te ondersoek om 
beurse aan Suid-Afrikaners toe te ken wat begeer om na- 
graadse opleiding in Kopenhagen te ontvang. Daarenteen 
mag dit met die hulp van die Wéreld-gesondheidsorgani- 
sasie (WHO) moontlik word om opleidingsentrums in 
Engelssprekende lande te stig. 

In ‘n onlangse verslag van die Chronicle of the World 


SS 


South African Medical Journal 


Suid-Afrikaanse Tydskrif vir Geneeskunde 


EDITORIAL 


ILL-ADVISED CONDUCT 


At its last meeting, Federal Council considered the facts 
of a case of possible unethical conduct. The salient 
features were as follows: An anonymous doctor was a 
contributor of medical articles to a lay weekly magazine. 
A correspondent wrote to him for his advice because he 
recognized his own symptoms to be the same as those 
described in a particular article in this magazine. In 
replying, the anonymous practitioner not only advised the 
correspondent to be examined by a capable physician, but 
also referred him to one particular practitioner for this 
purpose. The patient communicated with this specialist 
who, following correspondence, advised the patient to make 
an appointment for an examination, the consultation fee 
being stated. In some quarters it has been felt that this 
type of procedure was irregular and possibly unethical 
on the part of the anonymous doctor. It has even been 
suggested that such conduct points the path to touting. 

The Central Ethical Committee, which went into this 
matter, considered that the conduct of the doctor 
concerned was ill-advised rather than unethical. It was 
generally agreed, however, that a practitioner in the 
position of the anonymous author normally may and 
should advise patients to see a doctor, but it was felt that 
a particular doctor should not be specified. 

It would be wiser to refer the patient to his own general 
practitioner for the appropriate advice. Should the patient 
have no general practitioner he should be advised to 
communicate with the local Branch office where the names 
of several medical practitioners could be given to him in 
order that he might exercise his right to choose his own 
doctor. 


POST-GRADUATE TRAINING CENTRES IN 
ANAESTHESIOLOGY 


The recent development of a special post-graduate training 
centre in anaesthesiology in Copenhagen reflects contem- 
porary concern about the need to improve instruction in 
this important service. 

South Africa has already recognized the need to 
establish centres for training in anaesthesiology and its 
Medical Register provides for this speciality; but it 
would certainly be useful to explore the possibility of 
granting fellowships to South Africans who may wish to 
undertake post-graduate training overseas, e.g. in Copen- 
hagen. On the other hand, with the assistance of the 
World Health Organization (WHO) it may become possible 
to establish training centres in English-speaking countries 
In a recent report of the Chronicle of the World Health 


10 February 1951 


4 

| 
A 
j 

| 


10 Februarie 1951 


S.A. TYDSKRIF VIR GENEESKUNDE 


Avoiding both the peaks and the valleys in the control iM IiTR re ] B A R 


of hypertension, Nitrobar selects the “middle course,” 
FORMULA: 
with gradual and prolonged hypotensive action: Each Tablet Nitrobar Comp 
For arteriolar sedation, Nitrobar contains bismuth Bismuth Subnitrate Ser 
Butisol (5-Ethyl-5- Secondary 

subnitrate—slowly absorbed, releasing a gradual Butyl Barbiturie Acid McNeil") gr 
stream of nitrite ions over a period of hours. Extract Lupulus -- 


For central nervous system sedation, Nitrobar Nitrobar is engestic coated to insure gradual 
liberation of the nitrite ions in the intestine 


Bottles of 100 and S00 red tablets 


Luterature and clinical samples available on request. 


contains Butisol, the “intermediate sedative,” 
which induces neither the sudden drops of 
short-acting barbiturates nor the cumulative 
effect of the longer-acting barbiturates.* J Pharmacol aiid Exper. Therap. 81-254 (July) 1964 


McNeil 


LABORATORIES, INC. 


PHILADELPHIA 32, PENNSYLVANIA 


/ 
/ 


SOLE DisTRIBUTOR: WESTDENE PRODUCTS (Pty.) Ltd. 


24 ESSANBY HOUSE, JEPPE STREET, P.O. BOX 7710, JOHANNESBURG, S.A. 


ix 
50 
READING 210 | 
| 
<< 

159 159 59 159 159 

(30 

READING 

= 


x S.A. MEDICAL JOURNAL 10 February 1951 


A Calamine-type Lotion 


containing 


‘Benadryl’... 


“CALADRYL’ is a smooth, creamy lotion containing | per cent of the anti-histamine and 
anti-pruritic agent ‘Benadryl’ together with calamine, camphor and glycerin. The lotion 
has emollient properties but is non-greasy. 

“CALADRYL’ is effective in allaying the burning and irritation of sunburn and in relieving 
itching due to insect bites. It also relieves pruritus associated with urticaria, dermatitis, 
minor skin affections, measles and chicken-pox, and is indicated in all forms of cosmetic 
allergy. 

For Infants ‘Ca!adryl’ may be used for napkin-rash and teething-rash. 

In 4 and 80 fluid ounce bottles. 


PARKE, DAVIS & CO. 


HOUNSLOW, ENGLAND 


Further information from any branch of Messrs. LENNON LTD. 


OL VITAMIN A & D 
PREPARATIONS 


OCEAN GOLD HAKE LIVER OIL Recommend 
10,000 1.U. “A” and 200 1.U. “D” per gm. 6 oz. and 3 oz. Bottles. these products” 
OCEAN GOLD No. 50 (Stonebass Pe 
50,000 “A” and 5,000 1.U. “D” per gm. 5 c.c. Bottle. with the utmost 


OCEAN GOLD CAPSULES conf idence 
5,000 I.U. “A” and 500 I.U. “D” per capsule. 35's and 1,000's. 


the better better in 
OCEAN GOLD HAKE LIVER OIL & MALT im 
than the imported article. : 


We supply in bulk to Hospitals, Clinics, ete. Samples, literature and any further information forwarded on request. 


VITAMIN OILS LTD., EAST QUAY, DOCKS, CAPE TOWN. P.O. Box 1628 


vo3 


x 

6. 9 

(Call | | 

3 

| 

= 


10 Februarie 


Health Organization (November 1950) word ‘n_ uiters 
interessante verslag van die Deense onderneming gegee. 

In die afgelope twee jaar het die regerings van Tseggo- 
Slowakye, Denemarke, Frankryk, Griekeland, Israel, Swede 
en Joegoeslawié om bystand van WHO gevra vir die stig- 
ting van opleidingsentrums vir anestesioloé. Die wye 
belangstelling in die betreklik nuwe spesialiteitsgebied is 
gedeeltelik te danke aan die ondervinding wat gedurende 
die tweede Wéreldoorlog opgedoen is. Moderne anestesi- 
ologie het ‘n doeltreffende bydrae tot die dalende sny- 
kundige sterftesyfer gelewer deur verwikkelinge in die 
operasiesaal en gedurende die tydperk na die operasie te 
voorkom. Ander betekenisvolle aspekte van die modernste 
anestesiologie soos beoefen in Kanada, die Verenigde 
Koninkryk en die V.S.A. het in baie ander lande waar daar 
nog nie met die nuwe spesialiteitsgebied begin is nie 
erkenning verkry. Onder hierdie aspekte is die nuwe ver- 
gesigte wat vir snykunde oopgegaan het; die toenemende 
begeerte van verloskundiges, interniste, psigiaters ens. om 
met anestesioloé te beraadslaag en van hulle dienste gebruik 
te maak; en die erkenning deur hospitaal-administrateurs 
en gesondheidsowerhede van die voordele van ‘n anestesi- 
ologie-departement vir hospitaalbestuur. Administrasies vir 
openbare gesondheid in Denemarke en Swede bv. het 
planne beraam om minstens een ten volle opgeleide vol- 
tydse anestesioloog aan elke hospitaal in die land te ver- 
skaf. Selfs in lande waar anestesiologie ‘n goed gevestigde 
spesialiteitsgebied is, is daar nie toereikend opgeleide 
anestesioloé in sulke getalle beskikbaar nie. Dit sal ver- 
skeie jare duur om die nodige getal sodanige personeellede 
in die Skandinawiese gebied op te lei en die opleiding- 
sentrum vir anestesiologie van WHO in Kopenhagen is 
bereken om die regerings by die uitvoering van hulle planne 
behulpsaam te wees. Meer onlangs het die Ministére de la 
Santé publique et de la Population in samewerking met die 
Ministére de [Education Nationale en die geneeskundige 
fakulteit van die Universiteit van Parys soortgelyke planne 
in Frankryk beraam. 

Die opleidingsentrum vir anestesiologie in Kopenhagen 
is op 1 Mei 1950 geopen. Dit word gesamentlik deur die 
Deense Staatsgeneeskunde-raad en die Universiteit van 
Kopenhagen aan die een kant en die Wéreld-gesondheids- 
organisasie aan die ander kant bestuur. Vier van Kopen- 
hagen se grootste hospitale is by die onderrigprogram 
betrokke: Die Universiteitshospitaal, die Munisipale Hos- 
pitaal, die Afdelingshospitaal en die Bispebjerghospitaal. 
Prof. E. Husfeldt wat deur die Regering en die Fakulteit 
gesamentlik gekies is, is met die administrasie van die 
opleidingsentrum belas, met dr. E. W. Andersen, Hoof- 
narkotiseur, Afdelingshospitaal Kopenhagen wat as sekre- 
taris optree. Senior instrukteurs wat deur die Wéreld- 
gesondheidsorganisasie verskaf word, is vir die eintlike 
onderrigprogram verantwoordelik. 

Oorspronklik is die opleiding van geneeshere van slegs 
die Skandinawiese gebied beoog. Daar is egter ook ver- 
soeke van lande buite die gebied ontvang en die Deense 
regering het tot die toelating van hierdie geneeshere toe- 
gestem. 

Die bystand van WHO aan die Deense regering bestaan 
hoofsaaklik uit die volgende bydraes: 

1. Deskundige advies by die organiseer en bestuur van 
die opleidingsentrum. 

2. Toekenning van beurse aan nie-Deense kwekelinge. 
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Organization (November 1950) a very interesting account 
of the Danish development is provided. 

In the past two years, the Governments of Czecho- 
slovakia, Denmark, France, Greece, Israel, Sweden, and 
Yugoslavia have requested WHO assistance in establishing 
anaesthesiology training centres. Widespread interest in 
this relatively new speciality is partly due to experience 
gathered during the second World War. Modern 
anaesthesiology has effectively contributed to diminishing 
surgical mortality rates by preventing complications in the 
operating room and during the post-operative period. 
Other significant aspects of up-to-date anaesthesiology, as 
practised in Canada, the United Kingdom, and the U.S.A., 
have gained recognition in many other countries where 
the new speciality has not yet been introduced. Among 
these aspects are the new vistas that have been opened 
up to surgery; the increasing desire of obstetricians, 
internists, psychiatrists, etc., to consult with, and to use 
the services of, an anaesthesiologist; and the recognition 
by hospital administrators and health authorities of the 
advantages of an anaesthesiology department to hospital 
management. Public health administrations in Denmark 
and Sweden, e.g., have developed plans to provide at least 
one fully trained, full-time anaesthesiologist for each 
hospital in the country. Even in countries where 
anaesthesiology is already a firmly rooted speciality, 
adequately trained anaesthesiologists are not available in 
such numbers. It will take several years to train the 
required numbers of such personnel in the Scandinavian 
region, and the WHO training centre for anaesthesiology 
in Copenhagen is designed to assist the governments in 
carrying out their plans. More recently, in France, the 
Ministére de la Santé publique et de la Population, in 
co-operation with the Ministére de |'Education Nationale 
and with the medical faculty of the University of Paris, 
has developed similar plans. 

The training centre for anaesthesiology in Copenhagen 
was opened on 1 May 1950. It is operated jointly by the 
Danish State Medical Board and the University of Copen- 
hagen on the one hand, and by the World Health 
Organization on the other. Four of Copenhagen’s largest 
hospitals are engaged in the teaching programme: the 
University Hospital, the Municipal Hospital, the County 
Hospital and the Bispebjerg Hospital. Prof. E. Husfeldt, 
selected jointly by the Government and the Faculty, is in 
charge of the administration of the training centre, with 
Dr. E. W. Andersen, Chief Anaesthetist, Copenhagen 
County Hospital, acting as secretary. The teaching 
programme proper is the responsibility of senior instructors 
provided by the World Health Organization. 

Originally, training of physicians from only the Scan- 
dinavian area was contemplated. However, requests have 
also been received from countries outside the area, and 
the Danish Government has agreed to the admission of 
some of these physicians. 

WHO assistance to the Danish Government essentially 
consists of the following contributions: 

1. Expert advice in organizing and operating the 
training centre. 
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Deense kwekelinge is volgens die bestaande regulasies nie 
op beurse geregtig nie. Die nodige handboeke word egter 
aan hulle verskaf netsoos aan die nie-Deense deelnemers 
van die kursusse. 

3. Die verskaffing van ‘n taamlik omvattende keur van 
tekste en monografieé oor anestese om as naslaanbiblioteek 
vir die opleidingskursus te dien. Drie verskillende modelle 
van anestesemasjiene en diverse bykomstige toerusting wat 
nie in Denemarke beskikbaar is nie, is ook verskaf waar- 
deur dit vir die kwekelinge moontlik geword het om met 
verskillende tipes apparaat te werk. 

4. Die verskafling van die buitelandse onderrigpersoneel 
vir die volle duur van die kursus. 

Die dienste van instrukteurs van die hoogste inter- 
nasionale aansien word gevra en verkry. Die name van 
professors S. C. Cullen en R. M. Waters van die V.S.A.; 
van dr. C. Grey en dr. W. Mushin van die Verenigde 
Koninkryk; en van professor T. Gordh van Swede maak ‘n 
indrukwekkende lys uit van die senior instrukteurs van die 
huidige kursus. Afgesien van hierdie senior instrukteurs 
staan ‘n aantal ten volle gekwalifiseerde junior instrukteurs 
van die Verenigde Koninkryk en die V.S.A. die senior hoof 
in sy werk by. 

Die ontwerp van die organisasie van die sentrum en sy 
leerplan word deur professor Cullen van die Staatsuniversi- 
teit van lowa uitgewerk. Kwekelinge ontvang intensiewe 
opleiding in die operasiesaal waar hulle onder toesig van 
hulle plaaslike en buitelandse instrukteurs werk. Werk in 
die operasiesaal neem meer as die helfte van die dag in 
beslag en word gevolg deur ‘n gereelde program van lesings 
en samesprekings wat die basiese wetenskappe, aspekte van 
openbare gesondheid en kliniese probleme dek. Deense 
en buitelandse instrukteurs in anestesiologie gee die meeste 
van die lesings. Professore van die mediese fakulteit van 
die Universiteit van Kopenhagen vul egter hierdie lesings- 
programme aan deur toepaslike stof oor gespesialiseerde 
onderwerpe in verband met anatomie, fisiologie, farma- 
kologie ens. aan te bied. Dit het moontlik geblyk om 
besoekende Iektore van die nabygeleé Universiteit van 
Lund, Swede te kry 

Op sekere tye, soos gedurende_die sessie van die Inter- 
nasionale Fisiclogie-kongres in Kopenhagen was dit moont- 
lik om die samewerking van sommige hoogstaande 
besoekers te verkry. 

Onder die belangrike leerkenmerke van die opleidings- 
kursus is die sogenaamde .lys-samesprekings’ wat daagliks 
in elke hospitaal plaasvind wanneer die instrukteurs en die 
kwekelinge alle gevalle bespreek wat op die lys operasies 
van die volgende dag voorkom. Daarbenewens is daar die 
weeklikse .siekte- en sterftekonferensies’ waarop al die ver- 
wikkelinge en sterfgevalle van die vorige week deur die 
volle vergadering van instrukteurs en kwekelinge krities 
oorweeg word, dikwels met die deelname van die hoof- 
sjirurge van die betrokke departemente. Daar is ook twee 
ander gereelde weeklikse lesings, die sogenaamde seminar 
vir basiese wetenskappe’ en lesings oor uitgesoekte onder- 
werpe. Spesiale onderrig word gegee in bronchoskoop 
kunde en die bestuur van bloedbanke 

Kwekelinge skryf elke kwartaal eksamen. Vraestelle 
word daarna uitvoerig deur die instrukteur en die kweke- 
ling bespreek. Na voltooiing van die kursus sal kwekelinge 
‘n bywoningsertifikaat kry wat gesamentlik deur die Uni- 
versiteit van Kopenhagen en WHO uitgereik word. 
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2. Granting of fellowships to non-Danish trainees. 


Danish trainees are not entitled to fellowships according 
to existing regulations. However, they are being provided 
with necessary textbooks, just as are non-Danish 
participants in the course. 


3. Provision of a fairly comprehensive selection of texts 
and monographs on anaesthesia to serve as a reference 
library for the training course. Three different models of 
anaesthesia machines and various accessory equipment 
that were not available in Denmark have also been 
provided, thereby making it possible for the trainees to 
work with various types of apparatus. 


4. Provision of the foreign teaching staff for the entire 
duration of the courses. 


The services of instructors of highest international 
standing are being sought and acquired. The names of 
Professors S. C. Cullen and R. M. Waters, of the U.S.A.; 
of Dr. C. Grey and Dr. W. Mushin, of the United King- 
dom: and of Professor T. Gordh, of Sweden, make an 
impressive list of senior instructors for the current course. 
Besides these senior instructors, a number of fully qualified 
junior instructors from the United Kingdom and the 
U.S.A. assist the senior chief in his work. 


The blue-print for the organization of the centre and its 
curriculum is being developed by Professor Cullen, of 
the State University of lowa. Trainees undergo intensive 
training in the operating theatre, where they work under 
the supervision of their local or foreign instructors. 
Operating-room work takes up more than half the day 
and is followed by a regular schedule of lectures and 
conferences, covering basic sciences, public-health aspects 
and clinical problems. Danish and foreign instructors in 
anaesthesiology give most of the lectures. However, 
professors of the medical faculty of the University of 
Copenhagen augment these lecture programmes by 
presenting relevant material on specialized subjects in 
anatomy, physiology, pharmacology, etc. It has also been 
possible to secure guest lecturers from the nearby Univer- 
sity of Lund, Sweden. At certain times, such as during 
the session of the International Physiology Congress in 
Copenhagen, it has been possible to enlist the co-operation 
of some outstanding visitors. 


Among the important didactic features of the training 
course are the so-called ‘schedule conferences* that take 
place daily in each hospital, during which the instructor 
and the trainees discuss all cases scheduled for surgery on 
the following day. In addition, there are the weekly 
‘morbidity and mortality conferences’, at which all the 
complications and deaths in the preceding week are 
critically considered by the full assembly of instructors and 
trainees, with chief surgeons of the relevant departments 
participating frequently. There are also two other regular 
weekly lectures, the so-called ‘ basic science seminar” and 
lectures on selected subjects. Specialized instruction is 
given in bronchoscopy and in blood bank management. 


Trainees undergo quarterly written examinations. 
Examination papers are afterwards discussed in detail 
orally by the instructor and the trainee. Upon completion 
of the course, trainees will receive a certificate of 
attendance, issued jointly by the University of Copenhagen 
and WHO. 
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A RELAPSING FORM OF ENCEPHALITIS IN SOUTH AFRICA 


R. GEERLING, ARTs (HOLLAND), M.D. (AMSTERDAM) 
and 


ALLAN V. Birp, M.B., B.CuH., M.Sc. (McGut), M.R.C.P.E. 
General Hospital, Johannesburg 


Encephalitis is a relatively common condition in South 
Africa and manifests itself in various clinical syndromes, 
some of which are not generally associated with this 
disease. In a recent publication, Geerling * has described 
a number of the different clinical forms he observed 
amongst more than 100 cases, mainly from South Africa 
but including service personnel seen during the War in 
East Africa and Egypt. So much did some of these cases 
ditfer clinically from the described manifestations of 
encephalitis that Geerling was led to postulate that one or 
more local viruses, different from those already isolated, 
was the aetiological factor. 

Weight is lent to this contention by the work of 
Smithburn and his colleagues who identified the Semliki 
Forest virus'® and demonstrated its pathogenicity to 
man.’+'! Smithburn, again in East Africa, differentiated 
the West Nile virus.* A survey carried out by the same 
workers in Uganda, Kenya, the Sudan and Belgian Congo 
revealed that in certain areas up to 50°, of the indigenous 
population had immunological reactions against the 
Japanese B., St. Louis or West Nile virus.” Furthermore. 
they were able to isolate a neurotropic virus from Aedes 
mosquitoes '* suggesting a possible method of spread of 
encephalitis. More recently, Dick ef. al.* described in 
man what they called Mengo encephalomyelitis, caused 
by a hitherto unknown virus. The workers cited have 
established the widespread prevalence of neurotropic 
viruses in Central and East Africa, some of them different 
strains from those of other lands. Our own observations 
lead us to believe that the same applies to South Africa. 

The chief interest in the case to be described lies in its 
protracted course over two years with relapses and 
remissions which caused certain competent observers to 
diagnose disseminated sclerosis, despite the rarity of this 
disease in South Africa and despite the findings in the 
cerebrospinal fluid. The similarity of the clinical picture 
to disseminated sclerosis is apparent from the history, and 
the diagnosis of encephalomyelitis, although made during 
life, was only definitely established by autopsy. 


CASE REPORT 


The patient, a soldier in the Permanent Force. aged 23 


vears, was healthy until the end of 1947. He then 
developed numbness of. the left buttock which, in the 
course of one week, gradually spread over the back and 
abdomen, first on the left, then the right side and, finally. 
over the right leg. At the same time cramps developed 
in the muscles of both legs, especially on lying down. In 
January 1948, walking became difficult due to paresis of 
both legs. Concomitantly delayed starting of micturition 
arose. Blurring of vision of the right eye had been present 
from the onset. He was admitted to a military hospital 
where lumbar puncture was performed on 30 January 


1948. The cerebrospinal fluid pressure measured 400 mm. 
water, and the fluid contained | polymorphonuclear and 
7 lymphocytic cells per c.mm. The blood Wassermann 
reaction was negative. 

The patient was first seen by one of us (R. G.) on 
2 March 1948, when his complaints were weakness of his 
legs, difficulty with micturition, stitches of pain in left 
groin, paraesthesiae in both hands and a feeling of an 
electric shock passing through the body whenever he flexed 
his head forward. Blurring of vision of the right eye 
was still present. Examination revealed a spastic paresis 
of both legs with increased reflexes and bilateral Babinski 
responses. Deep sensibility and vibration sense were 
diminished in all limbs but more pronounced in the lower 
extremities. Pain and light touch sensation were mildly 
impaired up to the level of the ninth thoracic segment. 

The patient was re-examined in June 1948. Apart from 
a mild headache off and on, he had no complaints and had 
virtually recovered. No abnormal physical signs were 
detected on examination, and it was concluded that a 
complete remission had taken place. This lasted up to 
November 1948, when he started complaining of failing 
vision, diplopia, paresis of the left leg and micturition 
difficulties with periodic retention of urine. 

On examination in October 1949, a mild blurring of 
both discs was seen. There was a diplopia on looking to 
the left and downwards, but no obvious strabismus. 
Tremor of both hands during purposive movements and 
clumsiness for fine movements were observed. Left leg 
weakness and drop foot were present, with bilateral 
spasticity, increased reflexes and Babinski responses once 
more. Sensation was normal in all modalities except for 
impairment of tactile sense in the second lumbar segment 
on the left side. Lumbar puncture performed on 13 
October revealed a pressure of 110 mm. water and no 
block; total protein of 40 mg. per 100 c.c. and 2 poly- 
morphonuclear, 3 disintegrated and 5 lymphocytic cells 
per c.mm. 

A course of Aureomycin was then given consisting of 
i gm. in the first dose, two doses of 0.5 gm. at four-hourly 
intervals, followed by 0.250 gm. three times daily for two 
days. 

Lumbar puncture was repeated on 7 November and the 
cerebrospinal fluid was found to be within normal limits, 
except for the Lange colloidal gold reaction which gave 
the result—1234210000. This reaction was confirmed on 
re-testing. 

It is noteworthy that the pleocytosis had disappeared 
but that the Lange’s colloidal gold curve had become 
positive with a middle meningeal type of curve. This 
reaction resembles that seen in certain other cases under- 
going apparent spontaneous recovery from encephalitis.* 

The patient felt much better. but objectively no signs 
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ot improvement or 
discharged to his home in December 1949 and re-admitted 
to the Boksburg-Benoni Hospital in January 1950 with a 


recovery were noted. He was 


from which he 
Permission for cerebral 


rapidly advancing bulbar syndrome 


succumbed within a few days. 
obduction only was obtained. 


PATHOLOGICAL REPORT 


Macroscopic Examination. Macroscopically there was a 
slight flattening of gyri suggesting terminal swelling. The 
ventricles were slightly dilated. In the cortex there were focal 
areas of softening of a yellowish colour measuring up to 2 cm. 
in diameter. The pia-arachnoid was thickened and in places 
firmly adherent to the underlying grey matter. Cortical blood 
vessels were congested. These changes were widespread and 
ne particular area appeared especially affected. 

Microscopic Examination. Blocks from the posterior part 
of the first dorsal convolution, both Rolandic areas, first 
temporal convolution, region of the cornu Ammonis, region of 
the calcarine fissure, middle of the basal ganglia, island of 
Reil, region of oculomotor nuclei, inferior olives, and from 
the cerebellum were embedded in paraffin. Sections were 
stained with Ehrlich’s haematoxylin and cosin, Weigert’s iron 
haematoxylin and van Gieson’s mixture, toluidin blue for 
Niss! substance, Weil's myelin stain, and Gerlach’s methylene 
blue and carbol fuchsin method for inclusion bodies. In 
addition, frozen sections were stained with silver, with gold 
chloride, and with scharlach R. 

In places over the cortex the leptomeninges were thickened 
by fibrosis and infiltrated with round cells. Certain cortical 
vessels were densely infiltrated. mainly with lymphocytes, 
Renae typical cuffing, especially in the midbrain, pons and 
medulla 


Fig. 1. Gerlach’s stain. A large nerve cell in the basal 
ganglia showing cytoplasmic inclusions. These were a bright 
red. 
Fig. 2. Gerlach’s stain. Swollen nerve cell containing 


cytoplasmic inclusions 
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In no area was completely normal-looking cortex encoun- 
tered. The cytoarchitectonics were grossly distorted partly by 
a yp of pyramidal cells, partly by the varying 
Stages of chromatolysis of the remaining nerve cells and partly 
due to the great increase in glial elements. The occipital 
cortex was least affected of the areas examined. Of particular 
interest were eosinophilic granules observed in the cytoplasm 
of certain of the nerve cells stained with Gerlach’s carbol 


Fig. 3. _Gerlach’s stain. Degenerating nerve cells. 
Fig. 4. Penfield’s stain. This illustrates the degree of 
gliosis encountered in various regions. 


fuchsin and methylene blue method. Satellitosis on the part 
of oligodendrocytes, recent glial stars and a great increase in 
microglia indicated that the disease process had flared up and 
was active terminally. Many of the nerve cells containing 
granular inclusions were undergoing neuronophagy. No intra- 
nuclear inclusion bodies were observed. 

Motor Cortex. There was slight infiltration of round cells 
of the pia arachnoid overlying this area but the blood vessels 
were not cuffed. The cortical layers could barely be 
distinguished. Microglia cells were prominent and astrocytes, 
some undergoing division, were present mainly at the junction 
between grey and white matter. Glial stars were noted. In 
the white matter there was a great increase in microglia. 
Certain of the small blood vessels in this area showed 
perivascular cuffing. 

Frontal Cortex. The nerve cells showed various stages of 
degeneration similar to the motor area but many were 
relatively normal looking. On the other hand, the white matter 
showed a much greater increase in microglial elements and 
perivascular cuffing was conspicuous. 

Temporal Cortex. This was less affected than the 
described above, but even here isolated examples of satell 
showed that some degeneration of nerve cells had taken place. 

Occipital Cortex. The cortical layers were well preserved 
although there was a slight increase in glia and a few of the 


areas 
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nerve cells were undergoing degeneration. The white matter 
appeared fairly normal. 

Hippocampus. Well-marked degenerative changes were 
evident both amongst the pyramidal cells and in the white 
matter. Examples of perivascular cuffing and eosinophilic 
cytoplasmic granules were observed in this area. 

Basal Ganglia. Fibre tracts within the area of the basal 
ganglia were grossly infiltrated with oligodendrocytes and 


Fig. 5. Penfield’s stain. Dividing astrocyte in thalamus. 
Fig. 6. Penfield’s stain. In some areas oligodendroglia 
and microglia were markedly increased. 


microglia. In many places round cells lay in chains of eight 
or more; others lay in clumps of 15 or more. These were 
independent of blood vessels some of which, however, did show 
a moderate degree of cuffing. Frozen sections stained with 
scharlach R revealed that the large majority of the infiltrating 
round cells in the white matter were gitter cells which stained 
a bright red with this method, indicating engorgement with 
fat. Certain of the blood vessels were surrounded by clusters 
of these histiocytic cells. Cajal’s gold chloride sublimate 
impregnation demonstrated the presence of protoplasmic and 
fibrous astrocytes and a great increase in glial fibres. Frozen 
sections from this area stained with Penfield’s modification of 
Hortega’s silver carbonate method demonstrated a remarkable 
increase in microglia mostly in the white matter but to some 
extent in the grey matter as well. 

Within the nuclei, the larger cells of the globus pallidus, 
red nucleus and substantia nigra were relatively spared but 
for isolated cells, and their Nissl bodies maintained a normal 
arrangement; but amongst the medium-sized and small cells, 
e.g. in putamen, caudate, thalamus and hypothalamus, wide- 
spread destruction of nerve cells and gliosis were noted. 
Numerous degenerating cells contained eosinophilic granular 
inclusions. These could easily be distinguished from the dark- 
brown inclusions in the cells of the substantia nigra. There 
ae me conspicuous gliosis in the region of the aqueduct of 
Sylvius. 

Pons. The nuclei of the cranial nerves and the cells of the 
pontine nuclei were well preserved, only isolated examples 
showing signs of degeneration. In the white matter, however. 
the changes were profound. masses of histiocytic cells and 
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perivascular cuffing indicating recent degeneration. Weil's 
stain showed plaques of demyelinization. se included part 
of the floor of the fourth ventricle, a plaque involving the 
middle cerebellar peduncle and two or three other small 
discrete areas. In these areas of demyelinization Bielschowsky's 
stain showed a degeneration of neurofibrils. 

Medulla Oblongata. Two large areas of softening were 
noted, the larger involving the left pyramidal tract and the 
whole of the inferior olive, the smaller in part of the reticular 
formation on the right side, overlapping the upper part of the 
inferior olive. These areas showed status spongiosa and were 
demyelinated. Associated blood vessels, including larger ones, 
were cuffed. These changes were probably responsible for the 
terminal bulbar symptoms. 

Cerebellum. In view of the extensive pathological Gone 
in almost all of the areas so far described, it was somewhat 
surprising to find the cerebellum practically normal. Nissl 
stains showed the Purkinje cells to be healthy and the 
granular layer to be well filled. Frozen sections stained with 
silver indicated no interruption of axons and neurofibrillary 
‘ baskets" were seen around the Purkinje cell bodies. In the 
neighbourhood of the dentate, however, there were some cells 
undergoing chromatolysis. Here, too, there was an increase 
of microglia. 

Cytoplasmic Inclusion Bodies. The granular inclusions 
described above were seen in various locations but were most 
numerous in the nerve cells of the basal ganglia. The 
appearance of many of these granules was similar to that of 
intracellular gram-negative diplococci, except that they were 
smaller relative to the size of the host cell and clumped closer 
together. Frequently they occupied a conspicuous bulge in 
the cytoplasm of the nerve cell, always pushing the nucleus 
to one side. 

Similar eosinophilic granules were seen within certain of 


Fig. 7. 

medulla. 
Fig. 8. Scharlach R. stain. An accumulation of gitter 
cells laden with fat around a small vessel in the pons. 


Van Gieson stain. Perivascular cuffing in the 
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the satellitic histiocytes and also in some of the endothelial 
cells in the walls of smaller blood vessels. The latter cells 
were swollen and the bright-red granules within them were 
conspicuous. The various granules described were easily 
distinguished from the dark-brown melanin granules of the 
substantia nigra or in certain ageing nerve cells, by their bright 


} 


Fig. 9. Weil's stain. Portion of the pons showing 
plaques of demyelinization. 


red colour with Gerlach’s stain. They did not stain with lipid 
stains such as scharlach The latter stain, however, did 
demonstrate a slight increase in lipid in certain of the cells 
of the basal ganglia and brain stem but the appearance was 
quite different, being pale pink and more homogeneous than 
the granules described. 


DISCUSSION 


The great interest of the case is its chronicity. The case 
was followed for more than two years after encephalitis 
was diagnosed. The periodic remissions and relapses as 
well as the dissemination of the neurological lesions did 
suggest the diagnosis of disseminated sclerosis. The 
cerebrospinal fluid findings summarized in Table I would, 
however, be unusual in disseminated sclerosis. So, too, 
would the fairly persistent and prominent sensory findings. 

The case differed from the more. chronic forms of 
lymphocytic choriomeningitis that have been described, 
e.g. by Leichanger ef al.‘ and by Skogland and Baker,° 
in that meningitic signs were not present, nor was the 
degree of pleocytosis that these authors described. The 
Dawson type of inclusion encephalitis as reported by 
Brain, Greenfield and Russel,’ tends to run a subacute 
course lasting only two to four months, a much shorter 
period than our case. 


TABLE |: 


CEREBROSPINAL FLUID FINDINGS 
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From the pathological point of view, the interest of this 
case lay, firstly, in the evidence of both recent and chronic 
degenerative processes and, secondly, in the eosinophilic 
cytoplasmic inclusion bodies described above. These 
differed from the inclusions described by Greenfield et al.' 
in the Dawson type of encephalitis and from the inclusion 
bodies described by Smith er al.® in herpes encephalitis. 
They may represent products of cell degeneration or 
metabolism, but conceivably could be aggregations of 
virus in part of its developmental cycle. 

The plaques of demyelinization were identical with 
those found in disseminated sclerosis. However, the 
inflammatory involvement of neurons, the various stages 
of chromatolysis observed, the glial overgrowth, the 
round cell infiltration and perivascular cuffing were too 
widespread and intense to be regarded as being secondary 
to a demyelinating process; the converse was much more 
likely. Furthermore, the acute inflammatory process 
observed in certain areas of grey matter was clearly 
primary. 

From the pathological changes described, the diagnosis 
was regarded as chronic encephalomyelitis, almost certainly 
of virus origin. 


SUMMARY 


There is evidence that encephalitis in Africa may take on 
different clinical forms and be caused by viruses different 
from the encephalitides described elsewhere. A relapsing 
form of the disease resembling disseminated sclerosis 
is described with a case history and a neuropathological 
report, including a description of what appear to be 
cytoplasmic inclusion bodies. 


RESUME 


ll y de levidence que l'encephalite en Afrique peur prendre 
des formes cliniques differentes, causees par le virus tout autre 
que celui qui cause l’encephalite ailleurs. Une forme a rechute 
de cette maladie, qui ressemble la sclerose en plaques, est 
decrite avec histoire du cas et la rapport neuro-pathologique. 
y inclus la description des corpuscles, que de toute apparence. 
sont des corpuscles cytoplasmiques d’inclusion. 


ZUSAMMENFASSUNG 


Es wird gezeigt. dass die Hirnentziindung (Encephalitis) in 
Afrika verschiedenartige klinische Formen annehmen kann, 
welche warscheinlich von Virusarten Verursacht werden, die 
nicht mit dem gewéhnlich beschriebenen Encephalitis-Virus 
identisch sind. 

Eine riickfallende Form der Erkrankung, der Multiplen 
Sklerose dhnlich sehend, ist an Hand einer Krankengeschichte 
beschrieben: die Neuropathologie ist geschildert einschliesslich 
der Beschreibung von anscheinend cytoplasmischen Einschluss- 
Korperchen. 


Chloride (me 


Pressure Cell Count Protein (mg per 100 ¢.c., Sugar (me. Wassermann Lange's Colloidal 

Date (mm. water) (per c.mm.) per 100 ¢.c.) as NaCl) per 100 ¢.c.) Reaction Gold Test 

30 January 1948 400 1 polymorph ~- 695 75 Negative Negative 

13 October 110 2 polymorphs 40 715 67 Negative Negative 
1949 5 lymphocytes 
3 disintegrated 

cells 
7 November 120 I disintegrated 40 725 65 Negative 1234210000 


1949 cell 
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improved 
STERILIZING 
DRUMS 


made in South Africa... 
nickel plated on EXTRA HEAVY COPPER 


% Semi-Automatic Catch 
Rounded Corners 

* Reinforced Hinges 

*% Strong Handles 


DIAM. DEPTH PRICE DIAM. DEPTH 
SIZE 9” .. & 7 6 13" x 64" 
» 6 15" 6" 
» « 15” 


FREE ON RAIL EX FACTORY 


ALLEN & HANBURYS (AFRICA) LTD. 


(Incorporated in England) 


DURBAN JOHANNESBURG CAPE TOWN 
409/411 SMITH STREET 26 PLEIN STREET 95 LOOP STREET 
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PRICE 
. . £413 6 
. . £6 30 
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NEO-HOMBREOL (Testosterone Propionate) 


25 mg. by injection on each of 3 successive days. 


NEO-HOMBREOL “M” (Mmethyitestosterone) 


50 mg. sublingually on each of 3 successive days. 


(Neo-Hombreol injections containing 5, 10, 25 or 50 mg. per c.c. 
Neo-Hombreol “M" sublingual tablets containing 5, 10, or 25 mg. in each) 


—_ 
@) RGANON LABORATORIES LTD.,LONDON 


SOUTH AFRICAN DISTRIBUTORS 


KEATING’S PHARMACY LTD. 
P.O. BOX 256, JOHANNESBURG. 


CAPE NATAL PORT ELIZABETH 


P.O. Box 568, P.O. Box 2383, P.O. Box 931, 
Cape Town Durban. Port Elizabeth. 
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Highest 
Lighthouse 
in the World 


In the year 1860, the highest Lighthouse 
in the world was erected on Cape Point; 
although it is no longer in use, it is still 
standing in good repair, 816 feet above sea- 
level. In 1860, too, the first line of electric 
telegraph between Cape Town and Simons- 
town was opened and construction was 
started on the docks and breakwater in 
Table Bay. It was a year of great progress 
in the Cape. 

1860 seems a long time ago, but in that 
year the “Old Mutual” had already recorded 
fifteen years of steady development. It 
was established in 1845, starting with a 
small office in Cape Town’s historic Com- 
mercial Exchange. From such small 
beginnings it has grown into a great national 
institution with a head office housed in a 
building higher than any other in Southern 
Africa. There are also branches in all the 
principal towns of the Union, and agencies 
throughout the country. 


For over a century the “Old Mutual” has 
remained solid and secure, withstanding the 
shocks of various wars and world-wide 
depressions without even interrupting its 
triennial bonus declarations. It is one of the 
leading Life Offices of the world, with a 
bonus record outstanding in the annals of 
Life Assurance. The “Old Mutual” has 
been a friend in time of need to hundreds of 
thousands of South Africans; it will con- 
tinue to assist many thousands more. 


THE 66 OLD MUTUAL ”? Professional Man’s Policy 


Write for particulars of the “Old 
Your F riend for Life Mutual’s’* Professional Man's Policy. 


It is particularly suitable for 
surgeons and medical practitioners. 


The South African Mutual Life Assurance Society 
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a significant advance in the 
treatment of ventricular arrhythmias .. . . 


P RONESTYL Hydrochloride 


less toxic than quinidine 


Indications and Dosage 


In conscious For the treatment of ventricular tachycardia: 
PATIENTS Orally 


| Gm. (4 capsules) followed by 0.5-1.0 Gm. (2 to 4 capsules) every 
four to six hours as indicated. 


Intravenously: 200-1000 mg. (2 to 10 ce.). Caution —administer no more than 
200 mg. (2 ce.) per minute. 


Hypotension may occur during intravenous use in conscious patients. As a 
precautionary measure, administer at a rate no greater than 200 mg. (2 ce.) 
per minute to a total of no more than 1 Gm. Electrocardiographie tracings 
should be made during injection so that injection may be discontinued when 
tachycardia is interrupted. Blood pressure recordings should be made fre- 
quently during injection. If marked hypotension occurs, rate of injection 
should be slowed or stopped. 


For the treatment of runs of ventricular extrasystoles: 


Orally: 0.5 Gm. (2 capsules) every four to six hours as indicated. 


tw anestuesta During anesthesia, to correct ventricular arrhythmias: 


Intravenously: 100-500 mg. (1 to 5 ece.). Caution—administer no more than 
200 mg. (2 ce.) per minute. 


Supply 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000. 
Pronestyl Hydrochloride Solution, 100 mg. per ce., 10 cc. vials. 


PRON ESTYL Hydrochloride 


SQUIBB PROCAINE AMIDE HYDROCHLORIDE 


PRONESTY TRADEMARK OF SQUIBe SONS SaQuli BB 


Further information and literature is available from 


PROTEA PHARMACEUTICALS LIMITED P.O. Box 7793, Johannesburg Phone 33-2211 
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Our thanks are due to Dr. B. J. P. Becker for placing one 
of his laboratories at our disposal and to Dr. M. Peskin for 
sending the brain for examination. 
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MEDICO-LEGAL SECTION 
ACTS SPECIALLY PERTAINING TO THE CALLING OF A MEDICAL PRACTITIONER 


CONTRIBUTED BY JUDEX 


Sec. 34 of the Medical, Dental and Pharmacy Act, No. 13 
of 1928, provides that any person not registered as a 
medical practitioner who: 

(a) For gain practises as a medical practitioner (whether or 
not purporting to be registered) or performs any act specially 
pertaining to the calling of a medical practitioner, or 

(b) Pretends, or by any means whatsoever holds himself out 
to be a medical practitioner (whether or not purporting to be 
registered) or uses the name of medical practitioner or any 
name, title, description or symbol indicating or calculated to 
lead persons to infer that he possesses a degree, diploma or 
other qualification as a medical practitioner, doctor of 
medicine, physician, surgeon or accoucheur, or that he is 
registered as a medical practitioner under the Act, 
shall be guilty of an offence and liable, on conviction, to 
a fine not exceeding £100. 

Sec. 74 of the Act grants certain exemptions, viz. to: 

1. Any medical officer of His Majesty's Imperial naval, 
military or air forces stationed within the Union in respect 


of his duties in those forces: 
2. Any person not permanently resident in the Union who 


is engaged solely in medical or pharmaceutical research work 
and who has been exempted by the Minister of Public Health 
from the registration requirements of the Act. 

The calling of a medical practitioner includes three main 
functions, viz. diagnosing the malady, advising the patient 
and prescribing for the complaint or treating. Treating 
includes the performance of surgical operations (Rex 
versus Smith, 1917 T.P.D. 206). 

Where advice was given or a diagnosis was made or a 
prescription was given, the advice, diagnosis or prescription 
must have formed a_ substantial part of the whole 
transaction for which payment was made before it could 
be said that the person performed an act specially per- 
taining to the calling of a medical practitioner (Rex versus 
Bezuidenhout, 1922 A.D. 206). 

Medicine. Where an exorbitant charge is made for 
medicine supplied, the Court would be justified in holding 
that the charge constituted a charge for both advice given 
and medicine supplied (Rex versus Rafferty, 1918 E.D.L.D. 


In Rex versus Bezuidenhout (1922 A.D. 206) the accused, 
who was a storekeeper, examined the complainants and 
diagnosed their complaints, although his activity in the 
latter direction was of little or no value. He then 


supplied them with a remedy for which he charged an 
exorbitant price. It was held that the diagnosis which was 
made formed a substantial part of the whole transaction 
in respect of which payment was made and that the accused 
had, therefore, performed such acts as specially belong 
to the calling of a medical practitioner. 

The accused in Rex versus Geradi (1937 T.P.D. 229) 
diagnosed complaints of Natives with an_ electrical 
appliance. He prescribed the use of certain medicine. It 
was not proved that the prices of the medicine supplied 
were exorbitant. It was held that it is not essential in 
every case to show that the prices charged for medicines 
in pursuance of the diagnosis were exorbitant. The test 
is whether as a fact advice was given and whether that 
advice was a substantial portion of the whole transaction 
in respect of which payment was made. 

In Rex versus Apter (1939 N.P.D. 220) the accused, who 
was a chemist, druggist and optician, examined his 
patients by flashing a torch into their eyes and looking 
into their eyes and mouths and he then advised them what 
medicine to take and sold the medicine to them. The 
examination, advice and sale took about five minutes. The 
medicine was made up and was ready for sale and the 
actual sale, therefore, occupied a small portion of the five 
minutes. There was no evidence that the prices charged 
for the medicine were excessive. It was held that although 
the accused's ultimate object was to sell his medicine he 
promoted sales by adding to the ordinary activities of a 
person selling medicines, the extra activity of diagnosing 
and prescribing and that the advice, diagnosis and 
prescription formed a substantial part of the whole 
transaction in respect of which payment was made. The 
accused was, therefore, held to have performed acts 
specially pertaining to the calling of a medical practitioner. 

The accused in Rex versus Greene (1905 T.S. 595) was 
manageress of a company which sold patent medicines. 
The evidence showed that she inquired into the cause of 
the patient's illness and recommended a_three-months’ 
course. This consisted of certain remedies, some for 
external and some for internal use. She supplied the 
remedies and explained where the external application 
should take place. The patient paid for the medicines. 
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The account showed no charge for inquiry and advice. It 
was held that the advice was a substantial portion of the 
whole transaction in respect of which payment was made 
and that she, therefore, performed acts specially belonging 
to the calling of a medical practitioner. 

A chemist or a person selling patent medicines may 
in certain circumstances recommend his medicines. In Rex 
versus van der Heim (1914 T.P.D. 434) the Honourable 
Mr. Justice Bristowe said: 


‘For instance, if a chemist is asked for a remedy for a 
cough, he may recommend a particular form of medicine or 
a particular form of pastille. It has never been suggested 
that a chemist who does that is guilty of committing an act 
which specially belongs to the calling of a medical practitioner. 
One reason why I think under those circumstances a chemist 
cannot be said to entrench on the functions of a medical man 
is that he does not diagnose any disease ’. 

The same Honourable Judge remarked in Rex versus 
Smith (1917 T.P.D. 206): 


* Thus, if a customer wants to buy from a chemist a remedy 
for rheumatism, I see no reason why he should not put before 
him several specifics and explain the supposed merits of each 
and even assist his customer's judgment in selecting one rather 
than another. It may be argued that in such a case the chemist 
is acting as a doctor, because he is prescribing a remedy. But 
in my judgment he is not. He is selling. The advice that 
he is giving, if it can be called advice, is merely incidental 
to the sale. It is not an independent item for which a separate 
charge is made. He is merely doing something which, if he 
could not do. he could not sell.’ 

In Smith’s case the accused, a seller of patent medicines, 
was asked for medicine for a pain behind the shoulder. 
He supplied medicine and charged for it. He made no 
diagnosis of the complaint. It was held that the accused 
had not performed an act specially belonging to the calling 
of a medical practitioner. 

In Rex versus Benzies (18 E.D.C. 238) a little child who 
was ill was brought to the accused, a chemist. The accused 
inquired about the symptoms of the child, felt its pulse, 
looked into its mouth and gave some medicine and powder 
with directions how to administer these and charged 2s. 6d. 
for the medicine and powder. The accused made no 
charge for services or advice. It was held that he had 
not practised as a medical practitioner. 

The authorities were reviewed in Rex versus Rafferty 
(1918 E.D.L.D. 22) and at p. 30 the Honourable Mr. 
Justice Graham, Judge-President, said: 

‘The resulf of the authorities seems to indicate: .. . (b) 
that in a charge against a person licensed to sell proprietary 
medicines, there must be proof that the accused rson (1) 
charged for his attendance, or (2) .arged for his advice apart 
from the charge for any medicine . ; «"' J, or (3) charged for 
any examination or diagnosis he . «e, or (4) charged for 
prescribing any medicine apart from the charge made for such 
medicine 

(c) That an exorbitant charge for medicine justifies a Court 
in holding that a charge for advice must have been included 
in the charge for medicine. 

(d) That a chemist or general dealer with a licence sell 
proprietary medicines may lawfully place his specifics before 
his customers, may advise them as to the merits of each, may 
assist his customer's judgment in selecting one rather than 
another, by recommending which particular specific is most 
suitable for his particular need. provided he does not make 
anv of the charges referred to in paragraphs (b) 1, 2. 3. 4 
and 

Faith Healing. In Rex versus Hlongoane (1942 O P_D. 
103) the accused examined the patients and diagnosed the 
complaint and there was what is tantamount to prescrip- 
tion. The treatment was accompanied by a prayer or a 
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blessing of the * medicine’ and the accused suggested that 
it was by this means that he hoped to effect a cure. In 
all cases the accused made a charge and he did not suggest 
that he made the charge merely for praying. The Court 
found that the accused had performed functions specially 
pertaining to the calling of a medical practitioner. 

Nature Doctor. The accused in Rex versus Steenkamp 
(1942 O.P.D. 126) represented himself as a nature doctor 
and made a detailed examination of the patients such as 
sounding, feeling the pulse, examining the tongue, and 
listening to the heart and then offered a diagnosis. He 
prescribed diet rules and physical culture exercises against 
payment. He was held to have performed acts specially 
pertaining to the calling of a medical practitioner. 

Chiropodist. In Rex versus Winberg (1941 O.P.D. 137) 
the accused, a travelling chiropodist, examined the parts 
affected by viewing and manipulation and then diagnosed 
a defect or cause of a defect. He advised patients and 
treated them by manipulation, pressure, bandaging. 
application of ointment, soaking in medicated water and 
operations. He charged a comprehensive fee ranging from 
Ss. to £6 6s. It was held that the charges were not only 
in respect of the accused's physical labour but also for his 
diagnosis and manipulation. He was held to have 
performed acts specially pertaining to the calling of a 
medical practitioner. 

Electrical Treatment. The accused in Rex versus van Os 
(1930 T.P.D. 782) assured the complainant, after having 
been told by the complainant what the latter's complaint 
was, that he could cure him (the complainant) by electrical 
treatment. There was no examination in the proper sense 
of the term nor was there any diagnosis. Thereafter the 
accused indicated what his charges would be and gave his 
electrical treatment. There was no evidence that any 
charge was made for anything else than the treatment. It 
was held that the accused had not performed acts specially 
pertaining to the calling of a medical practitioner. 

Opticians. In Rex versus Asserson (1932 T.P.D. 59) the 
accused put up a sign in a chemist’s shop describing 
himself as ‘ oogspesialis*. It was held that the use of the 
word ‘ oogspesialis’ does amount to a holding out that 
the accused had the ability to treat diseases of the eye and 
that he made use of a description which was calculated to 
lead persons to infer that he had the qualifications of a 
medical practitioner and that section 34 (b) of the Act had, 
therefore, been contravened. 

The accused in Rex versus van der Heim (1914 T.P.D. 
434) examined a lady's eyes, gave her a prescription and 
afterwards supplied her with spectacles. The * prescription * 
was merely a record which would enable her to obtain 
similar glasses again. There was no diseased condition 
of the eyes and there was no diagnosis. It was held that 
these were not acts specially belonging to the calling of 
a medical practitioner. 

Crude Method. In Rex versus Thompson (Justice 
Summary of Decided Cases 44/ 1941) the accused, a Native. 
used a tyre pressure gauge and a toy compass in 
examining ignorant Natives who had no idea what the 
instruments were. He then diagnosed the complaints and 
sold medicine to the Natives. The accused was held to 
have performed acts specially pertaining to the calling of 
a medical practitioner. 

The accused in Rex versus McKenzie (1944 C.P.D. 368) 
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rarely made any physical or visual examination. The 
patients described their ailments to him. The accused gave 
the patients a piece of white paper to apply to the affected 
part of the body and to return it to him. On receipt of 
the papers the accused immersed them in water and 
examined them. He then diagnosed or purported to 
diagnose the complaint and advised the patients of the 
nature of their ailments. He thereupon advised them of 
the course of treatment to be carried out and prescribed 
and supplied medicine for that purpose. All patients had 
to pay for the accused's services. On occasions the accused 
varied his ordinary routine, viz. by applying the paper to 
the patient's body himself or by not carrying out the paper 
test but by examining a specimen of the patient's sputum 
or by making a visual examination of the patient’s skin 
or by examining the patient's hands and feet in addition 
to the paper test. 

The accused was held to have performed acts specially 
pertaining to the calling of a medical practitioner. It was 
argued that what the accused did was not the kind of 
examination that a medical practitioner would make. It 
was held that it was the act of inquiring into the complaint 
and not the manner of doing it that is an element of the 
offence. The inquiry into the nature of the complaint 
formed a substantial part of the transaction in respect of 
which payment was made. 

Enema. The question arose in Rex versus Williams 
(1949 (4) S.A.L.R. 53) whether the giving of an enema to 
a sick child is an act specially pertaining to the calling 
of a medical practitioner. It was held that the Court could 
not consider the giving of an enema to be so clearly and 
indisputably an act specially pertaining to the calling of 
a medical practitioner that it could take judicial notice 
of the fact. As there was no qualified evidence, the Court 
found that it had not been proved that the giving of an 
enema is an act specially pertaining to the calling of a 
medical practitioner. 

Native Medicine Man. In Rex versus Sitole (1939 
N.P.D. 192) the accused, who was a Native medicine man 
licensed under the Natal Native Code, examined a number 
of Natives with a stethoscope, diagnosed their maladies, 
furnished them with medicine and advised them how to 
use it. It was held that, assuming that the stethoscope 
was useful to the accused, the use thereof could not render 
him liable because under his licence as a Native medicine 


It is common knowledge that certain certificates of vaccination 
and inoculation are required for international travel, whether 
by air, land or sea, but often there is ignorance as to the 
details regarding this matter. Medical practitioners should be 
well informed with regard to it, hence the preparation and 
publication of this memorandum. 

It should first be made clear that the requirement to carry 
certificates is not imposed upon persons leaving the Union by 
the Union Government or Union Health Department, but by 
the health authorities of the countries to or through which they 
may travel. Similarly, the prescription of a particular form 
of certificate by the Union Health Department must not be 
taken to mean that the Department agrees on scientific grounds 
that such a form is necessary, but only that the Department 
wishes to ensure that certificates issued by it will be acceptable 
to the authorities of any and every country to or through 
which the holder may travel. 


HEALTH CERTIFICATES FOR INTERNATIONAL TRAVEL 


MEMORANDUM BY THE SECRETARY FOR HEALTH 
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man he was entitled to examine Native patients, make a 
diagnosis, give advice and use instruments of modern 
science for the purpose of discovering the maladies from 
which his patients were suffering, provided that he only 
dealt in and sold Native medicines to Natives. This case 
was followed in Ndhlovu versus Rex (1942 N.P.D. 397) 
and Rex versus Ndowonde (Justice Summary of Decided 
Cases, 114/1945). 

Witchcraft. The complainant in Rex versus Brown 
(1939 E.D.L.D. 48) had pains in one of his legs and asked 
the accused what ailed him. The accused looked at the 
palm of the complainant's hand from a distance and said 
that the complainant had been bewitched. Thereafter the 
accused purported to find *toorgoed* buried under the 
complainant's bedroom window which the accused said 
was the cause of the bewitching and he destroyed it. The 
accused also gave the complainant * medicine * to drink for 
the eradication of the evil in the complainant. The com- 
plainant paid £10 for a cure. It was held that the acts 
of the accused were not acts specially pertaining to the 
calling of a medical practitioner. 

A Person Calling Himself ‘ Doctor’. A person employed 
at a therapeutic institution, who, when interviewing a 
prospective patient calls himself ‘Doctor’ or tells her 
that he is an M.D. of a foreign university, contravenes 
section 34 (b) of the Act, even if his statement is 
true and even if at the same time he reveals the fact 
that he is not registered or permitted to practise in the 
Union (Rex versus Husserl, 1937 C.P.D. 382). In the case 
of H. Schaefer and F. Lewig versus Rex (1950 T.P.D. 
5 June) the Court held that the appellants, each of whom 
held the degree of Doctor of Medicine of a German 
university, contravened sec. 34 (b) of the Act ‘ because 
they used a name, title, description or symbol indicating 
or calculated to lead persons to infer that they are 
registered as medical practitioners under the Act’, 
whereas neither of them was entitled to be so registered 
in the Union. 

The appellants were also found to have contravened 
sec. 34 (a) of the Act as, not being registered as medical 
practitioners in the Union, they wrongfully and unlawfully 
performed acts specially pertaining to the calling of a 
medical practitioner, because they diagnosed skin diseases, 
and then determined the method of treatment and of 
applying it. 


Countries vary as to their requirements in this regard, and 
it is in the interests of the traveller that his certificates shall 
conform to the requirements of the strictest. Again this does 
not mean that the Department from the scientific viewpoint 
considers that any particular certificate is mecessary at all. 
For example, the Department does not insist that travellers 
to the Union should carry certificates of vaccination against 
smallpox, but both the United States and Canada insist that 
travellers from the Union into those countries shall carry them. 

Some countries insist that inoculation or vaccination shall 
be carried out and certificates issued only by persons holding 
official positions. It is for this reason, not because it doubts 
the professional competence of any practitioner to carry out 
the medical procedures, that the Department has made the 
arrangements described below. It may be mentioned that 
the requirements in different countries vary from time to time. 

It may also be mentioned that vaccination and inoculation 
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are carried out free by the officers of the Department listed 
below. 
SMALLPOX CERTIFICATES 


In view of the fact that so many countries (as already 
mentioned, the Union is not one) require that all travellers 
arriving (whether by land, sea or air) must have valid certi- 
ficates of vaccination against smallpox and as the requirements 
in this connection of different countries vary from time to 
time, sometimes at very short notice, it is advisable for all 
intending travellers to ensure that their smallpox vaccination 
certificates are in order. The necessary forms—679 (Health) 
are obtainable from all district surgeons who are all em- 
powered to vaccinate for this purpose. The certificate must, 
however, be countersigned by a medical officer of the Depart- 
ment falling within any one of the following categories and 
stationed at any one of the towns listed hereunder 

Deputy Chief Health Officer Port Health Officer 

Assistant Health Officer Medical Inspector 

Government Pathologist District Surgeon 
stationed at Johannesburg, Pretoria, Pietersburg, Bloemfontein. 
Durban, Pietermaritzburg, Cape Town, Port Elizabeth, Mossel 
East London or Kimberley. 

The certificate should be completed in every detail 
(including the portion provided for inspection* of the vac- 
cination) by the vaccinating officer. Vaccination should be 
caried out at least 14 days before departure 

Certificates should be sent through the magistrate’s office 
to the appropriate officer at the nearest centre mentioned for 
countersignature and stamping with the Department's official 
stamp In cases of emergency, however. the certificate can be 
taken to the officer concerned en route to the airport. In such 
cases the traveller should ensure that the certificate is correctly 
completed in every detail by the district surgeon before 
leaving his home town 


YELLOW FEVER CERTIFICATES 


Innoculation certificates are necessary for persons going fo or 
through countries in the endemic area whether by air, sea or 
land. They are not necessary for persons travelling by sea to 
Europe or America unless the ship is due to call at a port 
in the endemic area. The endemic yellow fever area extends 
right across central Africa in a wide belt. Thus, with certain 
* In the case of primary vaccination this implies a_ return 
visit to the vaccinator between the 8th and 14th day after 
vaccination; in the case of re-vaccination a return visit within 
the first 48 hours is required 


PASSING 


First Wortp Psycuiatric CONGRESS 


The first International Psychiatric Congress was held in Paris 
from 18-27 September 1950. There were nearly 2,000 members 
who had come from 46 different countries. Seventy-five 
meetings (plenary sessions, debates and symposia) were held and 
ill current psychiatric problems were considered. The pro- 
ceedings of the Congress will be published in eight volumes 
during 1951 

The formal basis of the World Psychiatric Congress has been 
created by the meetings of 39 Psychiatric Societies representing 
26 different countries. This group of psychiatric societies has 
decided to set up periodical congresses to which all the 
countries of the world will be invited. The Congress is to be 
held every five vears 

An International Committee has been appointed which will 
choose the date and place of the next meeting and establish 
the constitution of the new organization in conjunction with 
UNESCO. The members of the committee are: Delay 
(France), Henri Ey (France), B. Jacobowski (Sweden), D 
Julius (Yugoslavia) W. MaClay (Great Britain), M. de 
Medeiros (Brazil). W. Overholser (U.S.A.), J. R. Rees (Great 
Britain). H. C. Rumke (Holland), P. Sivadon (France). K 
Soddy (Great Britain), P. Turquet (Great Britain), J. Wyrsch 


(Switzerland) 
Until the appointment of the organizing committee of the 
next Congress 


those interested should address corespondence 
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exceptions, any person leaving the Union by air for the north 
should be inoculated against yellow fever. The only ex- 
ceptions are persons proceeding only as far as Southern 
Rhodesia, Northern Rhodesia (except Barotse province and 
the Balovale district which are within the endemic area), 
Tanganyika, Portuguese East Africa, Portuguese West Africa 
(south of latitude 10°S) Bechuanaland Protectorate (except an 
area in Ngamiland which is within the endemic area) and 
South West Africa. 

The same form—679 (Health)—is used but 


immunization 
can be undertaken only at the following towns— 


Johannesburg Cape Town 
Pretoria Mossel Bay. 
Pietersburg Port Elizabeth 
Bloemfontein East London 
Durban Kimberley 
Pietermaritzburg 


or at No. 1, Military Hospital, Voortrekkerhoogte, Transvaal. 
or No. 2. Military Hospital, Wynberg, Cape. 

A certificate issued by any one of the following medical 
officers at any of the towns listed above is valid:— 

Deputy Chief Health Officer Port Health Officer 
Assistant Health Officer Medical Inspector 
Government Pathologist District Surgeon. 

At the Military Hospitals the certificates are issued by o1 
on behalf of the Commanding Officer. 

It must be pointed out, however, that inoculation against 
vellow fever is carried out only on certain days, in order to 
conserve the vaccine, and intending passengers should there- 
fore ascertain from the appropriate officer in the town con- 
cerned which day, or days, this is done. 

The inoculation must be given at least 10 days before 
departure except in the case of re-inoculation within four 
years when it may be undertaken on even the day of de- 
pariure. No return visit, for reading of the reaction. is 
necessary. There is rarely if ever any reaction of fever or 
even malaise. 


N.B. As smallpox certificates are valid for three years and 
vellow fever certificates for four vears, the Department strongly 
recommends that all persons who are likely to have to travel 
at short notice (e.g. officials, business executives, persons with 
aged or ailing relatives in countries within or beyond the 
vellow fever endemic area) should equip themselves in advance 
with valid certificates, 


so that they may he able to travel at 
any time without delay or inconvenience to themselves. 
Vaccination and inoculation are carried out free by the 


officers of the Department mentioned herein. 


EVENTS 


to the Secretaire General. 
Paris 14, France. 


Dr. Henri 1. Rue Cabanis. 


Ey. 


DINNER: WITWATERSRAND GRADUATES 


It is proposed to hold a dinner for all Witwatersrand medical 
graduates during Congress week on Thursday. 19 July 1951. 
Graduates wishing to attend should advise the Secretary. Medi- 
cal Graduates Association, Medical School, Hospital Street. 
Johannesburg. not later than the end of May 1951. 

Details of place. time and cost will be sent to all interested 
as soon as this information is available. 


Meptc at ScHoot 


Mr. O. Popper. Senior Surgeon, Johannesburg Hospital has 
returned from overseas. 

He was one of the teachers at the International Course in 
Audiology in Stockholm. where the fenestration operation 
was also demonstrated by other workers in this field, including 


Lempert, Meltzer. Cawthorne, Shambaugh and Simson Hall. 
Dr. J. Bailey has left for London to pursue post-graduate 
studies for 12 months. 
. 


Dr. J. G. Louw, Ophthalmic Surgeon. has moved from Dum- 
barton House. Church Street. Cape Town, to National Mutual 
Buildings. Church Square. Cape Town. The telephone number 
remains 2-0211 
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REVIEWS OF BOOKS 


AIDS TO ORTHOPAEDICS 


Aids to Orthopaedic Surgery and Fractures. By 1. E. 
Zieve, M.A. (Cape Town). F.R.C.S. (Eng.). (Pp. 283 
+vii. Third edition. 6s. 6d.) London: Baillitre, Tindall 
& Cox. 1950. 


Most of this valuable Aid has been brought up to date in this 
edition. The text reveals careful sifting of the latest literature. 
New subjects are introduced for the first time, such as 
Fibrositis. Many others have been re-written, e.g., Recurrent 
dislocation of the Shoulder and Cervical Rib Syndrome. Yet 
others have been fully revised, e.g., Poliomyelitis, Nerve 
Injuries (to include Seddon’s classification) and Congenital 
Deformities (to include Wiener’s views on etiology). 

Changing trends in treatment are reflected, varying from the 
value of antibiotic therapy to the dual onlay grafting for 
congenital pseudarthrosis. 

Despite a few typographical errors and the recommendation 
on page 110 of excision of the outer end of * acromion’ where 
presumably ‘clavicle’ was intended, the presentation is good. 


PHYSIOLOGY AND BIOCHEMISTRY 
Texthook of Physiology and 
H. Bell, B.Sc.. M.D. (Glasg.), F.R.F 
J. Norman Davidson. M.D.,. D.Sc. (Edin) F.R. ‘PS. 
F.R.LC.. F.R.S.E., and Harold Scarborough, M.B., Ph.D. 
(Edin.), F.R.C.P.E. (Pp. 918 + x, illustrated by tables and 
figures. 45s.) Edinburgh: E. & S. Livingstone Limited. 
1950. 


Contents 1. General Introduction 2. Carbohydrates. 3. Lipids. 
fhe Proteins 5S. Nucleic Acids and Nucleoproteins. 6. Enzymes. 
Water. 8. Minerals. 9. The Vitamins 10. Energy Exchange. 
and Nutrition 12. Temperature Regulation. 13. The Mouth. 
Ocsophagus and Deglutition 15. The Stomach. 16. Digestion 
Absorption in the Small Intestine. 17. The Large Intestine. 18. Inter- 
mediary Metabolism—Methods of Study 19. Carbohydrate Metabolism 
20. Fat Metabolism. 21. Protein Metabolism. 22. The Blood. 23. The 
Formed Elements of the Blood. 24. Blood Pigments. 25. Summary of 
Liver Functions 26. The Circulation 27. The Heart. 28. Dynamics 
of the Peripheral Circulation 29. Vasomotor Control. 30. Circulation 
through Lungs, Liver, Spleen and Brain. 31. Tissue Fluid. 32 espira- 
33. Respiratory Function of the Blood 34. Biological Oxidations 
Reductions 3 The Kidney %. The Special Senses 37. The 
38. The Chemical Senses 29. Vision 40. Speech and Hearing 
Neurone and Synapse 42. Muscle 43. Muscle Chemistry. 
Autonomic Nervous System. 45. T Nervous System 
Spinal Cord. 47. The Brain Stem and Postural Reflexes. 
bellum. 49. The Diencephalon. ‘$0. The Telenchephalon. Conditioned 
Reflexes. ‘2. The Endocrine Glands. $3. Reproduction. 54. The Pitui- 
tary Body 55. Cell Division and Heredity 56. Growth and Senility 
Index. 


A modern text in physiology must necessarily be written by 
a number of experts in their various fields. It is difficult in 
a collaborative work to secure a balanced exposition of the 
subject and in particular to maintain the same standard 
throughout. The authors of the book under review have, on 
the whole, managed to do this. It is written by a physiologist. 
a biochemist and a clinician, an ideal combination. The 
emphasis, wherever possible, is on human peveetoey and its 
applications to clinical medicine. Most of the well-established 
recent advances have been included, e.g. the work on isotopes. 
noradrenaline, cardiac catheterization, Harris’ work on blood 
and nerve supply to the adenohypophysis, the polychromatic 
theory of colour vision. On the other hand, it was surprising 
to find only a passing reference to cortisone and rheumatoid 
arthritis and no mention at all of ACTH in this respect. 

The illustrative figures. tables and plates are well chosen 
The authors have adopted the method of numbering these in 
sequence in the chapter to which they belong thus Fig. 21. 3 
is the third illustration in Chapter 21. This has certain 
advantages over the conventional method of numbering 
although a still better system would be to refer to the figure 
by the number of the page on which it occurs. 

The book is remarkably free from errors. A major error, 
however. is the association of Hogben’s name with the 
Nenopus Pregnancy Test on p. 850 


References to advanced texts and monographs are given 
at the end of each chapter. There is a very full index. The 
table of contents, an unrelieved list of subjects, presents a 
dull and uninspiring picture. It should be split up by main 
headings in such a way as to give the student some idea of 
the major themes in physiology. 

The book is intended as an introduction to physiology and 
biochemistry and as such can be recommended to medical 
students in their preclinical years. 


Alps TO BOTANY 


By H. J. Bonham, 
Third ed. 6s. 
1950. 


Aids to Botany. 
viii. With 57 figures 
Baillitre, Tindall & Cox. 


Teachers of University students view the Aids with mixed 
feelings. There can be no doubt, however, that these little 
books often not only provide an excellent condensation of 
material which must be memorized, but often also have much 
to commend them for the technique of presentation of the 
subject. 

This little volume will assist the student in tracing the 
principles of the evolutionary pattern and will provide him 
with a considerable amount of interesting information, useful 
in broadening his scientific outlook. Mr. Bonham’s hope is 
that this pocket-book will provide a means of rapid revision 
for examination purposes. This modest ambition is likely to 
be achieved. 


B.Sc. (Pp. 223 + 
London: 


6d.) 


PROBLEMS OF PAIN 


Pain and its Problems. Edited by Sir Heneage Ogilvie, 
K.B.E., D.M., M.Ch., F.R.C.S., and William A. R. 
Thomson, M.D. (Pp. 194. 12s. 6d.) Published on behalf 
of The Practitioner by Eyre and Spottiswoode, London. 


Contents: 1. The Physiology of Pain. 2. Some Clinical Aspects of 
Pain 3. The Meaning and Measurement of Pain. 4. Cardiac Pain 
5. Pain in Peripheral Vascular Disease. 6. Pain in Respiratory Disease. 
7. Pain in Disease of the Nervous System 8. Headache. 9%. Pain in 
the Gastro-Intestinal Tract 10. Abdominal Pain 11. Urological Pain 
12 Pain in Gynaecology 13. Analgesia in Labour. 14. Pain in Rheu- 
matic Diseases 1S. Dental Pain. 16. Pain of Non-Organic Origin 17 
Principles of Treatment 18. The Relief of Pain in Childhood 


Pain is the commonest symptom the doctor has to deal with 
in practice. There are unfortunately many pains the nature 
of which we understand poorly—we may not even know the 
site of their production, leave alone their pathogenesis. Such 
are the abdominal pains of diabetic ketosis, of porphyria or 
of the Knoppie-spider bite; but in the case of most of the 
pains the doctor encounters, a careful history will at least 
indicate the organ or tissue in which the pain is produced, even 
though the etiology may still need elucidation. The fundamen- 
tals which enable us to recognize the better-known pains are 
quite easy to master, and it is absolutely unpardonable for a 
practising doctor to mistake intermittent claudication for flat 
feet because the pains are not in the calves or are not cramp- 
like. The volume under review deals with the ordinary pains 
met with in practice, in simple and clear language and should 
be acquired by those who are not at home in this subject. 
Most people would not agree with Lord Moran when he 
says (on page 37)‘. .. if pain has any function, it is hidden 
from us. We cannot see that a man passing a minute calculus 
along the ureter is any the better for doing it in torment; nor 
is it revealed to us how the victim of cancer or a cerebral 
tumour benefits from pain’. He does not aver that all pain 
is without purpose; ‘there is a close relation between skin 
pain and injury; in the survival of the species it has served 
a useful purpose in preparing the response to injury’; but 
there is a fallacy in the argument concerning the deep and the 
visceral pains. The man with pneumonia can be greatly 
distressed by the pain of his pleurisy and be kept from sleeping 
by his relatively unproductive cough—in fact we could say 
that he is actually harmed by these symptoms. But as a 
symptom of pleurisy the pain is not always an unnecessary 
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evil, eg. in the so-called idiopathic pleurisy of tuberculosis. 
In the case of the ureteric calculus quoted, what of the stone 
that does not pass? We might otherwise only learn of it once 
the kidney is destroyed by pyelonephritis 

On page 98 Sir Heneage Ogilvie expresses his uncertainty 
about the existence of referred visceral pain. No physician 
doubts its occurrence 


WortD SURGERY 


World Surgery 1950. By Stephen A. Zieman, M.A.. 
M.D. F.ACS. F.LCS. (Pp. 177 + xii, with $3 
illustrations 50s.) Philadelphia. London, Montreal 
J. B. Lippincott Company. 1950. 
Contents 1. Gastro-Intestinal Surgery 2. Cardiovascular-Respiratory 
Surgery +. Gynecology 4. Obstetrics. 5S. Orthopedics 6. Genito- 
Unmary Surgery 7. Neurosurgery and Psychosurgery 9. Ophthalmology 
and Otolaryngology 9 Head and Neck 10. Miscellaneous Index ot 
Authors Index of Subjects 


As Max Thorek states in the Foreword, * The year 1950, which 
marks the midpoint of the twentieth century, seems to be 
particularly appropriate as a time for measuring progress; 

*. Unfortunately, if this has been the aim of the present 
work, it has hardly done so. 

The work is nothing more nor less than yet another 
series of abstracts of articles from the surgical literature. 
Admittedly these are well chosen and well illustrated. This 
is definitely a book for the type of reader who is trying to 
cover a wide field in a short space of time. It is also a book 
for the lazy reader. Unfortunately, it covers only in effect the 
literature of the year 1949, and dwells rather too much on 
the purely technical achievements published in that year. 
Apart from this one fails to see what object this book serves. 


CLerT PALATE AND SPEECH 


Cleft Palate and Speech. By Muriel E. Morley. B.Sc.. 
F.CS.T. (Pp. 160 + xx. With 56 figures. Second 
Edition, 12s. 6d.) Edinburgh: E. & S. Livingstone Ltd. 
1951 
C ontents 1. Development of the Face and Mouth in Congenital Clefts 
of Lip and Palate 2. The Normal Palate 3. An Outhne Story of the 
Development of Cleft Palate Surgery 4. Problems associated with Cletr 
Palate. Feeding and Speech. 5S. Typical Defects in Cleft Palate Speech 
6 Treatment I: General Considerations 7. Treatment If: Further Sug- 
gestions for Treatment. 8. Case Histories 


The first edition of this small textbook on cleft palate and its 
associated problems of speech therapy was recommended as 
an excellent exposition of this difficult subject. and the second 
edition which now appears, confirms the earlier favourab!e 
impression. The few alterations for the second edition come 
in the first half of the book, which deals with the surgical 
aspect. More stress is laid on plastic procedures on the 
posterior pharyngeal wall which produce a ridge, designed to 
assist in the closure of the nasopharyngeal isthmus. The 
author, who is a speech therapist, had the help of a surgeon 
in the preparation of the first part of the book. 

In the early days of cleft —y surgery the functional 
result as regards speech was almost ignored. For example, 
the ordinary flap operations for closing off the nose from the 
mouth, hardly ever succeeded in producing the physiological 
mechanism necessary for normal speech. Not until it was 
recognized that the palate must also be of normal length. 
must be mobile and sensitive, and that a competent sphincter 
between the pharynx and the nasopharynx must be obtained. 
did speech results begin to improve. These considerations in 
turn produced the many modifications of cleft palate 
operations, known collectively under the term of the * push- 
back’ technique. 

The arguments for and against early operation are ably 
discussed, both the surgical risks and the ultimate speech 
results being taken into consideration. When the operation is 
performed under the age of one, the mortality rate is higher. 
and surgeons therefore prefer to operate at about two years. 
On the other hand, better functional results are obtained when 
the operation is done in young infants, before defective speech 
habits have become established. Children who undergo 
— at the age of four or five, require longer periods 

speech training in which to correct faulty habits of speech. 
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The author's great practical experience as a speech therapist 
attached to the main hospitals of Newcastle-on-Tyne, is 
reflected in the chapters dealing with the exercises designed 
to improve breathing control, movements of the soft palate, 
and to teach the child how to make use of the sphincter 
mechanism between the nose and the pharynx. Photographs 
showing children performing these various exercises with the 
help of musical instruments, blow-pipes, etc., are an attractive 
feature of the book. 


Pepiatrics 1950 


The 1950 Year Book of Pediatrics (July, 1949-July, 1950). 

By Henry G. Poncher, M.D., Julius B. Richmond, M.D.. 

and Isaac A. Abt, M.D. (Pp. 504. With 102 figures. 

First Edition, $5.00.) Chicago: Year Book Publishers Inc. 
Contents Introduction 2. The Year in Pediatrics 3. Pediatric 
Progress in the United Kingdom. 4. The Newborn. 5S. Care of the 
Premature Infant 6. The Newborn 7. Nutrition and Metabolism 
8. Development in Infant Feeding (1900—1950). 9. Gastrointestinal Tract 
10 Infantile Diarrhea 11. Genitourinary Tract 12. Pediatric Urology 
1%. Respiratory Tract 14. Common Respiratory Tract Infections 1s 
Poliomyelitis. 16. Tuberculosis. 17. Treatment of Tuberculosis in Children 
18. Infectious Diseases and Immunity 19. Problems in Vital Diseases 
of Children. 20. Rheumatic Fever in Children. 21. Allergy. 22. Pediatric 
Allergy 23. Endocrinology. 24 Endrocrinology 25. Heart and Blood 
Vessels 26. Fifty Years in Congenital Malformations of the Heart 
27 Blood. 28. Dermatology. 29. Orthopedics. 30. Ophthalmology. 31 
Neurology and Psychiatry 32. Growth and Development: Trends Toward 
a Clinical Science of Child Development 33. Infantile Cerebral Palsy 
34. Emotional Disturbances in Children. 35. Tumors. 36. Children and 
Cancer 37. Therapeutics and Toxicology 38. Index 


This edition marks the 50th anniversary of the Year Books. 
and in recognitior. of the occasion, authorities in various fields 
of paediatrics have contributed Guest Editorials. The current 
edition maintains the high standard of the series, and presents 
an interesting and valuable review of paediatric literature 
within the past year. 

British and Continental sources are adequately covered, 
although, as one would expect, American writings predominate. 
Good judgment and discrimination has been shown in the 
choice of material, which with the yearly over-abundance of 
writings in this field, can have offered no easy task. 

Editorial footnotes appended to many of the articles are 
of particular value. The summaries and extracts of the 
original writings are clear and concise. 

The Year Book publications have acquired through their 
long experience in the ‘digest’ form of presentation, a high 
level of skill in this technique. This series is of great help 
to those readers who wish to keep abreast of ounemh 
literature, despite limited time and library facilities. 


Lee McGrecor’s SurGcicat ANATOMY 


A Synopsis of Surgical Anatomy. By Alexander Lee 
McGregor, M.Ch. (Edin.), F.R.C.S. (Eng.). (Pp. 778 + 
xii, with 746 illustrations. Seventh ed., 25s.) Bristol: 
John Wright & Sons Limited. 1950. 


Contents Part I Anatomy of the Normal Part Il, Anatomy of 
the Abnormal 


Mr. Lee McGregor's Surgical Anatomy has become a standard 
work for students as well as practitioners. As many genera- 
tions of medical men know, the book introduced a unique 
and brilliantly effective presentation of anatomical facts. It 
met with much deserved success as well as appreciation. 

The new edition, which has been completely revised, 
includes new chapters on Transthoracic Surgery and on 
the Surgery of the Blood Vessels. The considerable advances 
made in the surgery of the mpathetic nervous system 
are reflected in the revision of the appropriate sections, 
and the preface also draws attention to a new section dealing 
with the Cervico-Brachial Syndrome as well as the fact that 
the section on the Anus has been brought up to date by the 
incorporation of the work of Milligan and Naunton Morgan. 

Mr. McGregor has added some 70 new illustrations, in the 
preparation of which he has had the able assistance of Dr. 

A. Thomas. 

‘The author is to be congratulated on this remarkable. 
concise and outstanding contribution to the teaching of surgical 
anatomy. 


| 
| 
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effectiveness established: results striking ! 


THESE TWO BRIEF PHRASES graphically describe 
"SULPASUXIDINE’ succinylsulfathiazole — the 
new enteric sulfonamide that has been accepted 
widely as a drug of choice for bacteriostasis 
in intestinal surgery. 

Because of the drug’s exceptional effective- 
ness as an enteric bacteriostat, the physician 
has a valuable therapeutic weapon with which 
to combat certain intestinal infections. 

A recent report states: “We have been using 
the drug routinely (preoperatively) for two 
years in all patients who are to have intestinal 
resections. The reduction in the incidence of 


“Gastroenterology 4:20-22, Jan. 1945 


peritonitis, a smoother convalescence and the 
reduction in the overall mortality have been 
so striking that there can be little doubt that 
sulfasuxidine played its part.”* 

“SULFASUXIDINE’ succinylsulfathiazole has 
demonstrated its therapeutic value also in the 
treatment of acute or chronic bacillary dysen- 
tery, as well as the carrier state, and in ulcera- 
tive colitis. 

Supplied in 0.5-Gm. tablets in bottles of 100, 
500 and 1,000, as well as in powder form (for 
oral administration) in 4 and 1-pound bottles. 


Sharp & Dohme, Philadelphia 1, Pa., U.S. A. 


Distributors for the Union of South Africa: 
South African Druggists Ltd., Johannesburg. Heynes Mathew Ltd., Cape Town. South African Drug Houses, Durban 
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Safeguarding diet in pregnancy 


During the last three months of pregnancy 
the foetus acquires 70 per cent. of its total 
bodyweight, two-thirds of its calcium phos- 
phate, three-quarters of its protein and 
four-fifths of its iron. This partly accounts 
for the greatly increased nutritional demand 
of this period. Failure to supply any of these 
may result in severe depletion of the mother. 

Further, a shortage of vitamin D may 
interfere with the utilisation of calcium and 


limitation in the supply of the factors of the 
B complex may induce metabolic disturbances 
and even, in some cases, give rise to toxemia. 

Investigations in Great Britain, Canada and 
the U.S.A. have shown that many complica- 
tions can be avoided by the addition of 
essential nutrients in amounts adjusted to 
meet the needs of the pregnant woman. 

Pregnavite has been designed specially to 
fulfil this function. 


PREGNAVITE 
A single supplement for safer pregnancy 
The recommended daily dose provides: 


vitamin A 2,000 i.u. vitamin E | wdine not less 
vitamin D 300 nicotinamide 
vitamin B 0.6 mg calc. phosph. 
Vitarnin 20 mg ferr. sulph. exsic. 204 mg. | copper p-p.m. cach 


Agents and Distributors : Fassett & Johnson Ltd., 72/80, Smith Street, Durban. 
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PROSTHETIC SERVICE 


Amputation Prosthetic Service. By Earle H. Daniel. (Pp. 

27 + xix. With 151 figures. First Edition, 54s.) 

London: Baillire, Tindall & Cox. 
Contents; Foreword. Preface. Glossary of Prosthetic Terms. 1. Sites 
of Amputations. 2. Cineplastic Procedures 3. Psychological Treatment 
of the Amputee. 4. Care of Stump. 5. Limb Sclection and Construction 
6. Component parts for Artificial Legs, Special Equipment and Special 
Devices. 7. Leg Specifications. 8. Suction Sockets. 9% Artificial Limbs 
for Children 10. Limb Measurements 11. Leg Fitting 12. Prosthetic 
Service Clinics 13. Walking Training 14. Arm Fittings 1S. Arm 
Selection 16. Plastic Cosmetic Gloves and Hands 17. Arm Specifica- 
tions. 18. Arm Training 19. Employment of the Amputee 20. Special 
Clothing for Arm and Leg Amputees. 21. Limb Shop Data. 22. Govern- 
ment Research and Development of Artificial Limbs 23. Buyers Guild 
of Prosthetic Materials and Shop Equipment and Brace Makers 24 
List of Limb and Bracemakers Appendix. Conclusion 


This book is a mine of information about artificial limbs. 
The chapters on the surgical aspects of amputations are too 
incomplete for medical practitioners, but serve as an intro- 
duction to the later discussions on practically all the snags 
which may occur during the after-care of an amputee and his 
_ The author was a limbfitter in U.S. hospitals during 

World War Il. and is now Director of the Limbfitting 


CERTIFICATES For INTERNATIONAL TRAVEL 


To the Editor: The leading article with the above title, which 
appeared in the Journal for 30 September 1950, is somewhat 
misleading in its presentation of the facts and considerations 
which at the present time govern this matter. 

Dealing first with the fundamental issues raised in your con- 
cluding paragraph. I may say at once that the Union Depart- 
ment of Health agrees that ‘ criticism can be directed on scien- 
tific and administrative grounds against the whole system of 
obligatory vaccination and inoculation certificates for inter- 
national travel’, and indeed one of the foremost advocates of 
relaxation or even total abandonment of the system is a deputy 
chief health officer of this Department who is the Union's 
representative on the Executive Board of the World Health 
Organization. In fairness to those who attach value to the 
system, however. it may be pointed out that none of them 
believes, as you suggest they do, that the certificates ‘ guarantee 
that a particular infection will be excluded from a given 
country * (italics mine). They believe only that the procedures 
certified as having been carried out upon the possessors of the 
certificates will reduce the risk. 

You quote the willingness of the United States to accept 
a certificate of vaccination from a registered practitioner as 
though this were an example of greater breadth of view than 
that exhibited by the Union Health Department. The fact is. 
however, that the Union does not demand a_ smallpox 
vaccination certificate at all from travellers arriving in the 
Union, whereas the United States does demand one of all 
persons arriving in that country. Your remark that ‘there 
seems, therefore, no reason against the adoption of this system 
(official endorsement or authentication of certificates completed 
by any registered practitioner) by the Union Health Depart- 
ment” betrays that you have completely missed the purpose 
of the circular to which you refer in your opening paragraph. 
This circular had reference to the validity of certificates issued 
in the Union to travellers leaving the Union. 

Now it is not the Union Health Department which, when 
a Union citizen arrives in another country, judges the validity 
of the certificates he carries. It is the health authorities of 
that country, and it is because the Department is aware that 
the authorities in some countries are very particular as to the 
form the certificates should take that it has attempted. through 
the circular whose contents you have criticized, and in other 
ways, to ensure that Union citizens shall not be subjected to 
the annoyances and delays which may and do occur if their 
certificates are not acceptable. 

There is an International Convention. to which the Union 
is signatory, which deals with the question of certificates for 
international travel and the form they should take. In terms 
of this convention. yellow fever certificates ‘shall’, and 
smallpox certificates ‘will, so far as possible’ conform to a 
prescribed form which requires the filling in of the certificate 
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Department at the New York Rehabilitation and Physical 
Medicine Institute. 

The many improved protheses described are interesting and 
encouraging; particularly so the suction limb, and the latest 
appliance which may remove the remaining major objection 
to cineplastic amputations. Experiences with the average 
amputation stumps agree with those of Roehampton in 
England. However, the permanent peg-leg is not discussed. 
This type is probably the present economic and functional 
solution to the problem of returning our many non-European 
amputees to their labouring occupations. 

The chapters on the various facets of rehabilitation are 
inspiring and show what organized after-care has done for 
the amputee in the United States. Unfortunately, similar 
realization of the need for conserving productive manpower 
is not evident in South Africa, where there is shameful neglect 
of limbfitting and rehabilitation centres. Careful study of this 
book will amply reward all medical and non-medical 
personnel concerned with ordering and fitting and caring for 
artificial limbs; and particularly those who have to 
rehabilitate the amputee. 

The otherwise excellent production of the volume is marred 
by frequent spelling errors. 


by a person (not necessarily a medical practitioner) holding 
an ‘official position’. [It is not clear what International 
Convention is referred to. The Supplement to the Weekly 
Epidemiological Record, R.E.H. 159, 11 Jariuary 1950, a World 
Health Organization publication, states on p. 17: * There is no 
provision in the International Sanitary Conventions making 
vaccination or inoculation against the diseases dealt with 
compulsory. However, for some years it has been customary 
for sanitary administrations to request travellers coming from 
infected, suspected or even healthy areas to present on arrival 
in the country one or more a of inoculation or 
vaccination against these diseases.—Editor ] 

There are some countries which regard as acceptable only 
those certificates which conform strictly to the form mentioned. 
One, at least, of them has officially indicated its unwillingness 
to accept a certificate of immunization carried out by a non- 
official person even though endorsed or authenticated by an 
official in the manner recommended by the World Health 
Organization. Recommendations of WHO are not binding 
upon any member state unless and until they are incorporated 
in an international convention or agreement to which the 
State becomes a signatory. 

More than one Union citizen has found himself detained 
in some foreign country for a period of several days before 
he could proceed on his journey because it has been considered 
that his certificate is not in order in some small particular. 
The inconvenience and expense of such detention may be far 
greater than the inconvenience and expense of securing an 
undeniably valid certificate before leaving one’s own country. 

The circular which provoked your editorial was to advise 
departmental officers of increased facilities for procuring 
certificates of vaccination against smallpox and _ inoculation 
against yellow fever. Your editorial is mistaken when it states 
that a prospective traveller resident in Pietermaritzburg must 
proceed to Durban for inoculation and vaccination. Pieter- 
maritzburg is expressly mentioned (in the addendum to the 
circular) as a place where both may be obtained. 

Subsequently, but prior to the appearance of your editorial. 
the Department informed the World Health Organization of 
an extension of the list of vaccinators holding ‘ official 
positions * (and therefore recognizable under the International 
Convention) to include all district surgeons. Formerly only 
whole-time district surgeons, confined to the large towns, were 
recognized. As a part-time district surgeon is easily accessible 
to anyone in the Union, this extension in respect of vaccination 
against smallpox thus completely removes what was formerly 
an inconvenience to prospective travellers, particularly as two 
visits were necessary to the nearest whole-time district surgeon 

the second, for the purpose of reading the reaction. It may 
be mentioned also that vaccination and certification by a 
district surgeon is carried out free. which no doubt is regarded 
by travellers as a convenience. 

ith regard to inoculation against yellow fever—also 
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carried out free by Government medical officers —unfortunately 
it is not possible, for technical reasons as well as for reasons 
of expense. to place a supply of the inoculum in the hands of 
even all district surgeons. The circular which you have 
criticized intimated the extension of facilities to two centres 

(Pietermaritzburg and Pietersburg) additional to nine others 
where inoculation against yellow fever can be carried out. 
Fortunately only one visit is necessary for this purpose. The 
Department regrets the undoubted inconvenience often caused 
by the necessity for even one visit, and will add to the number 
of places where inoculation can be done, as and when possible. 

The advisability of securing certificates in advance is 
mentioned in the notice which I trust will be published in this 
number 


Department of Health, 
P.O. Box 386, 
Pretoria. 

4 December 


G. W. Gale, 
Secretary for Health. 


1950. 


(Dr. Gale has confused two different issues dealt with in the 
editorial referred to. The one involved criticism of the 
domestic policy of the Union Health Department in respect of 
the competence of registered medical practitioners to supply 
certain certificates required for international travel. Dr. Gale's 
admission that the Union Health Department has extended the 
list of vaccinators holding * official positions’ to include all 
district surgeons (whole or part-time) is a step in the right 
direction advocated in the editorial. The invidious discrimi- 
nation against private medical practitioners in the Union still, 
however, remains. In view of their equal qualifications to carry 
out these duties, we hope that the Union Health Department 
will effect the necessary regulations whereby these professional 
anomalies will be removed. 

The reference to the case of prospective travellers resident 
in Pietermaritzburg who had to proceed to Durban for inocu- 
lation and vaccination was based on a complaint made by 
the Natal Inland Branch. Even if Pietermaritzburg has now 
been included in the list of centres at which prospective 
travellers may now obtain their inoculation and vaccination 
certificates, our criticism of the principle involved and of the 
unnecessary inconvenience entailed by this kind of restriction 
was and remains completely valid. 

The second point which Dr. Gale has confused is the 
reference in the editorial to the kind of international procedure 
which, we urged, should be followed. In these remarks there 
was no suggestion of criticism of any domestic policy of the 
Union Health Department. On the contrary the purpose of the 
editorial was to urge upon the Union Health Department the 
need to support the procedure outlined. as a matter of inter- 
national practice.—Fditor). 


Freud or JUNG 


To the Editor: 1 must acknowledge the courtesy and good 
nature with which your reviewer replied to my somewhat 
trucluent letter on * Freud v. Jung’ in your issue of 13 January. 
if I again take up my cudgel, let me assure him that it is in 
self-defence, not in aggression. 

It is true that ‘hundreds of years ago scientific problems 
ceased to be investigated by the purely logical methods of 
philosophy *, but this does not mean that philosophy therefore 
relinquished the right to judge the conclusions of scientists 
by its own superior standards. As a modern philosopher. 
Jacques Maritain, puts it: ‘The human sciences are subject 
to philosophy in the sense that it judges and governs them. 
and defends their postulates"; which is all very well if men 
are prepared to accept a universal philosophy and abide by 
its judgments, but, in fact. in Western philosophies alone. 
leaving aside the Oriental brands of mysticism, the schisms 
and ‘ heresies" are so many that it is seldom possible for the 
protagonists of different schools of thought to find any com- 
mon ground for agreement, and so for argument. This, I 
feel. is the crux of the present controversy. 

When one has to deal with an acute appendix it matters very 
little that the patient is a Seventh Day Adventist and the 
surgeon an atheist; but in disorders of the human mind evervy- 
thing depends upon the philosophy of life. coloured essentially 
by religious principles. which that mind has chosen to adopt: 
and one cannot expect a German Jew to see eve to eye with a 
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Swiss Calvinist any more than one would expect Lin Yutang 
to accept the principles of Aristotle, or, for that matter, than 
one would expect your reviewer to believe me when I say that 
I can understand what Jung means by ‘a perception of the 
significance of fourness’ as a first step along the road to 
integration of the personality. I don’t mind your reviewer 
disbelieving me in this, because I could not possibly explain 
to him what Jung is talking about. 

All I ask him to acknowledge is that a concept is possible 
without a corresponding mental image. One can grasp an 
intellectual idea without being able to visualize it. It is per- 
haps unfortunate that Jung's translator used the word ‘ percep- 
tion’ in this instance, but translators are kittle cattle, and 
Jung is not the only sufferer in this respect. : 

And now, Sir, in case perhaps you are beginning to wonder 
what J am talking about, let me conclude by saying that | 
think it a pity that Dr. Glover, or anybody else, should go 
to a lot of trouble to write a book the sole purpose of which 
is to ‘disregard’ the fruits of a philosophy which is so alien 
to his own that he is quite incapable of understanding it. 


P.O. Box 370. R. Dingwall Kennedy. 
Pietermaritzburg. 
18 December 1951. 


INDUSTRIAL LEGISLATION AND RECEPTIONISTS 


To the Editor: In view of the fact that a recent directive has 
been issued by the Southern Transvaal informing us that the 
Department of Labour will inspect our wage records early in 
1951, could you kindly inform me: 

1. Whether there exists any industrial legislation for roedical 
receptionists setting out their conditions of employment, etc. 

2. Is it compulsory to maintain a time wage and pay register 
or is the usual set of books maintained by a competent and 
qualified accountant reflecting wages paid to each individual 
employed, cost of living. etc., sufficient? 

3. Are there any conditions laid down by legislation 
regulating the wages to be paid to European and non- 
European clinical laboratory assistants? 

As one has only recently been told verbally by the Depart- 
ment of Labour that no industrial legislation for receptionists 
exists, I think a published answer to these questions should be 
of great assistance to medical practitioners who wish to comply 
with any legislation to which they are subject. 


21 December 1950 


Pulseless. 


[The Divisional Inspector of the Department of Labour. 

Cape Town, advises : — 

1. There is no wage-regulating measure applicable to medical 
receptionists. or clinical laboratory assistants at Cape Town. 

2. Section 97 of the Workmen's Compensation Act provides 
that every employer shall. in respect of his employees. keep 
records of wages paid, time worked and payment made for 
piecework and overtime. 

3. In terms of the Cost-of-Living Allowance Regulations it 
is necessary to show the wage or salary and Cost-of-Living 
Allowance separately. 

4. All practitioners are required to register with the Work- 
men’s Compensation Commissioner and make contributions to 
the Unemployment Insurance Commissioner. In the latter 
case, however, certain areas are exempted.—Editor.} 


THe PATHOLOGY OF INTESTINAL OBSTRUCTION 


To the Editor: In his recent paper in your Journal, 
Mr. Hamman! follows current theories in attributing long loop 
death to massive intra-luminal haemorrhage, medium loop 
death to absorption of toxin and short loop death to obstruc- 
tion or perforation. He marshalls his own data well in support 
of these views. 

Much fascinating experimental work has recently been done 
in this field. Almost at random, I select for mention the paper 
by Nemir et al.2_ who followed a toxic agent spectro- 
photometrically from the obstructed loop into the blood 
stream: similarly Aird® has experimentally produced obstruc- 
tion of a medium loop into an impermeable rubber bag to 
prevent absorption of toxins; in these circumstances death was 
postponed indefinitely. 


A 
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1 view all this spate of work with admiration; but | write 
this letter as a sort of protest against such work. If the 
strangulated loop could be reieased early then all these interest- 
ing theoretical lethal biochemical mechanisms would never be 
set into action. The patient would never be a candidate for 
all those fascinating speculations which Mr. Hamman mentions. 
On the other hand he would enjoy the advantage of not 
figuring in the appalling mortality lists (61.7% in the case of 
internal strangulation). 

This letter, therefore, is a plea for early diagnosis. If people 
must work on the problem of strangulation they would do 
better to work on the problem of its early diagnosis than upon 
the pathology of its lethal factors. 

The diagnosis of obstruction is immediately suggested, in 
an abdominal crisis, when there has been a previous abdominal 
operation or when an irreducible external hernia is felt. But 
when the obstructing mechanism is not obvious the diagnosis 
may not be suggested until far too late. There is such a variety 
of abdominal lesions and the body responds to them all in 
much the same way—with pain and vomiting. As yet no 
master-clinician has described the picture of intestinal obstruc- 
tion so clearly that all may recognize it. Any of the so-called 
diagnostic features may be absent or slight. The well-known 
double diagnostic enema can sometimes give a faecal result 
when obstruction is present or vice versa; visible peristalsis is 
seen most rarely and even audible peristalsis may not be 
increased by the presence of obstruction. Even pain may 
become relatively slight as the disease progresses. The most 
reliable of all features is the failure to pass wind downwards; 
but many patients will not give a clear-cut answer on this 
point. 

It may be argued that clinicians should be impressed by 
the picture as a whole. This is true; but I believe that, in the 
whole range of abdominal syndromes, none is so hard to 
recognize in its early stages. In none is the ae mye of non- 
recognition more extreme. In the course of the years we 
learn to diagnose illness in virtue of factors which only our 
subconscious mind apprehends. This is termed experience 
and it is a fine thing to possess; but the road to experience is 
strewn with corpses. A doctor must wander along this gloomy 
road for at least 20 years before he acquires the necessary 
experience to diagnose early obstruction. 

Is there no royal road to the diagnosis? For those lucky 
enough to have access to radiology, it is of immense value; 
it should be employed routinely and immediately. Normally 
the straight X-ray does not visualize the small gut; but in 
obstruction it appears as a_ gas-filled structure. The 
characteristic ribbing due to the valvulae conniventes of the 
jejunum may even be appreciated. These valvulae may some- 
times simulate the haustrations of large gut and the radiologist 
may then be unable to distinguish between large and small 
bowel. However, it is easy to make this distinction, simply 
by giving a preliminary enema; this completely clears the large 
bowel of gas (up to the point of any obstruction). If any 
gas-filled bowel now shows in the X-ray then it must be 
obstructed. There is just one disadvantage about this 
preliminary enema: probably the presence of gas simul- 
taneously in both large and small bowel is a sign of mesenteric 
thrombosis.°-°. If we remove gas from the large bowel before 
taking a picture, we will miss this sign; an X-ray should be 
taken both before and after the enema 

Occasionally there will be gas-filled small gut where only a 
reflex obstruction exists, as in colics of the urinary and bile 
tracts. Conversely, a strangulated Richter’s hernia may give 
negative X-ray findings. There is no need to discuss such 
well-known evidence of obstruction as ‘fluid levels’ and 
* ladder-pattern 

What of the case where early diagnosis was not made? 
Struggling on the vague borderland between life and death, 
we clutch at any straws. Here is a place for all those theories 
which Mr. Hamman mentions. Saline should be given intra- 
venously for high obstructions, blood transfusion for long 
loop obstructions and for mesenteric thrombosis; oral sulpha- 
phthalidine and Streptomycin to aid recovery in loops of doubt- 
ful viability.” Finally the theoretical toxin should be aspirated 
from within the loop and from the gut above with a fine 
needle attached to the electric sucker; this should be plunged 
repeatedly and fearlessly into any part of the gut needing 
deflation. Incidentally. the surgeon will now be pleasantly 
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surprised at the ease with which he can close the abdominal 
wall over the collapsed alimentary canal. 
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1949 Year Book oF ORTHOPAEDICS 


To the Editor: 1 have just read a review of the 1949 Year 
Book of Orthopaedics, which was published in your Journal, 
dated 30 September 1950. I do not know who wrote the 
review, which is very generous in its comments about the little 
book which I edit each year. I would like to have the author 
of this book review proviced with a short word of explanation, 
if you would be so kind as to forward this letter on to him, 
or to publish my letter in your Journal. 

In the second paragraph the reviewer states: ‘It is to be 
regretted that Dr. Compere has not seen fit to draw on any of 
the valuable contributions to be found in the British Numbers 
of The Journal of Bone and Joint Surgery.’ 1 can assure you 
that I would be only too happy to be permitted to use material 
from the British Numbers of The Journal of Bone and Joint 
Surgery. However, for reasons which they consider to be 
adequate and sufficient, the editors of the British Numbers of 
The Journal of Bone and Joint Surgery, and the publisher of 
the British Numbers of the Journal have denied the Year Book 
permission to abstract articles published in the British Numbers. 

Insofar as I can determine, this is the only publication in 
the world to-day which does not permit the free use of abstracts 
and illustrations of articles published. I do not wish to appear 
to be critical of the action of the British editors and publishers, 
but only to offer this explanation in answer to the expressed 
regret of the reviewer of the Orthopaedic Year Book. 


ti Edward L. Compere, M.D. 
116 South Michigan Avenue, 
Chicago 3, U.S.A. 
15 January 1951. 


INFANTILE RICKETS 


To the Editor: Dr. Shulman is correct when he emphasizes 
(this Journal, 13 January 1951) that not all cases of bow legs 
and knock knees are due to rickets. 

In my paper on Infantile Rickets, however, I made reference 
to * bow legs, knock knees and other skeletal deformities which 
result from severe rickets’. These cases all showed radiological 
—_ of active or healed rickets with deformities of the 

ones. 

On clinical examination alone, it may be extremely difficult 
to decide in a young child if a mild varoid or valgoid deformity 
is due to rickets or to a combination of over-weight and 
postural strain. Unless there is other evidence of clinical 
rickets, and in doubtful cases positive radiological and bio- 
chemical findings, one must exclude rickets as the cause of the 
deformity. It should be remembered, however, that the infant 
who is over-weight as a result of predominantly carbohydrate 
diet is particularly prone to develop rickets because of the 
rapid growth that takes place. 

Norman Feldman. 
Coronation Hospital, 
Coronationville, 
Johannesburg. 
18 January 1951. 
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REGISTRATION OF OPTOMETRISTS 


To the Editor: In your Editorial of 13 January 1951, dealing 
with the registration of optometrists, you make two statements 
which I find it difficult to reconcile. In referring to the 
‘possible conflict which might develop between the legitimate 
practice of the optometrist and his illegal performance of acts 
specially pertaining to the calling of the medical practitioner’ 
you state that ‘the use of the ophthalmoscope may also .. . 
be undesirable in the hands of a technician’, and that the 
recognition of systemic disease is too great a responsibility 
to be entrusted to him. : 

Yet you also state that the fear that the patient would be 
referred to the optometrist only through a registered medical 
practitioner is totally unfounded. How then, Sir, is the early 
stage of systemic or other disease to be detected? Either you 
must admit that the trained and skilled optometrist is sufficiently 
able to detect early disease and refer the patient to a doctor, 
or you must submit each patient to examination by a medical 
practitioner. The latter possibility is both unworkable and 
unnecessary : 

The optometrists have been pressing for registration and 
control for many years; but there are certain points on which 
they stand firm. and on which the Auxiliaries Bill is 
undesirable. In the recent draft of this Bill which was with- 
drawn, the optometrists were given a minority representation on 
a purely advisory committee reporting to the South African 
Medical and Dental Council. The conditions of registration 
were not stated—to be decided presumably after registration 
by the Medical Council. 

“Meanwhile the threat of regulation to prevent the use of 
the ophthalmoscope and the examination of young children 
and adolescents is hinted at or openly stated by the medical 
profession. They can hardly be expected to agree blindly to 
registration under these conditions. On the other hand, they 
are quite agreeable to registration under the Ministry of Health 
or some such neutral controlling body where they could have 
equal representation with the medical profession. — 

For centuries the practice of optometry has been independent 
of the medical profession, and in many countries to-day 
separate registration works satisfactorily. 

As the wife of an optometrist, | have had first-hand 
experience of the care and skill with which the qualified 
optometrists handle their patients, and the highly ethical way 
in which cases unsuited for their handling are passed on to a 
general practitioner or specialist for examination. The 
standard of training which the optometrists have attained by 
their own efforts is high. In fact. one of the reasons for the 
reluctance of the qualified optometrist to accept the domination 
of the Medical Council is the fear that this high standard will 
be lowered to the detriment of his work and of his respon- 
sibility to the public, as has been attempted in England and 
Australia. 

I submit that should the powers of the optometrists to 
prescribe for adults and children be curtailed, as it probably 
would if they become auxiliaries, there would be a protest 
from the public who know when they are getting good service. 
Let the registration come by all means. The optometrists will 
welcome it. But surely it is only fair that the conditions of 
registration should be clearly laid down in advance, and that 
the interests of the optometrists should be protected by 
adequate representation 

*M.B.. Ch.Be 
Cape Town. 
22 January 1951 


To the Editor: Your Editorial under the above heading on 
13 January reflects a fair analysis of the unsatisfactory state 
of affairs which exists in regard to the multiplicity of the 
standards of service which are offered in the field of optical 
practice. From the public, the properly qualified optometrist. 
the medical observer, there will be unanimity in condemning 
this state of affairs. Equally there should be unanimity in 


calling for the implementation of a policy which will protect 
the public against charlatanry and misrepresentation. 

Before going on to consider the proposals contained in the 
Editorial | would like to correct a little historical imaccuracy 
in the opening paragraphs. 
inherently 
correcting errors 


Optometry 
within the field of 
of vision for 


in origin was never 
medicine. Opticians were 
hundreds of years before 


S.A. MEDICAL JOURNAL 


10 February 1951 


medicine decided to go in for it. Up to 80 years ago, in fact 
the only reaction of medicine to refraction was a sweeping 
and totally unscientific aversion to the wearing or prescribing 
of spectacles. 

The measures which you suggest for the registration and 
control of yyy might serve as a basis for discussion 
were it not for the implications you make in connexion with 
certain prohibitions or restrictions, namely in the matter of 
the use of cycloplegics and of the ophthalmoscope, and in 
the refraction of children. These with the optometrist are 
matters of principle, and to remove them from the scope of 
his practice would be a complete reversal of long-established 
and accepted precedent which in all the countries where 
legislatures have, after mature consideration and investigation 
enacted statutory laws for optometrical practice. 

The suggestion that the definition of optometrical practice 
will be the providing of lenses for adults only, with the 
exclusion of drugs and of ophthalmoscopy, must be strongly 
opposed by optometrists to whom these things are an important 
part of their training and practice. This is particularly true 
with regard to children and ophthalmoscopy. As to the other 
point there are actually few optometrists who feel the need 
for eyeloplegics, preferring to use other methods, so although 
this may be a contentious issue, it is not one on which agree- 
ment need break down. 

The next point in your statement is that there is nothing in 
the fear expressed by a spokesman of the physiotherapists in 
the Cape Times of 1 December that physiotherapists and 
optometrists would be allowed to take only patients referred 
to them by medical practitioners. You say that this is 
“contrary to the policy of the S.A. Medical and Dental 
Council*. It is important to know to what extent you have 
the medical profession behind you when you say that. My 
reasons for querying this are as follows: 

1. During the course of the same correspondence in the 
Cape Times, of 8 December, Medicus states: ‘the case for 
the medical side is simply this, that if sight-testing is to be 
done by non-medical personnel, it should be performed by a 
properly qualified optometrist only after a medical examina- 
tion of the eve. 

2. Both Medicus and the Editorial refer to the late Medical 
Auxiliaries Bill. The use of the word ‘ auxiliary’, if it means 
anything at all, means one who works under medical super- 
vision and direction. and rules out receiving or attending 
clients directly. 

3. To anyone who has closely followed ophthalmological 
thought and actions in recent years it has been obvious that 
every move has been towards delegating optometrists to the 
Status of auxiliaries. 

On the other hand definite official backing of your statement 
that it was contrary to medical policy to demand that 
optometrists should only act as auxiliaries, would clear the 
air and remove a very great stumbling block. If it were to 
include one or two other groups as well, it might pave the 
way for a very wide agreement on health services. 

If it were not for the implications arising out of the various 
restrictions on optical practice which have been proposed 
from medical sources (both those in the Editorial and others 
known to be contemplated), the registration and control of 
optometrists within the framework of the Medical Council 
might be accomplished. 

It is not unreasonable therefore that optometry should ask 
for, and should be assured of, adequate autonomy and repre- 
sentation, and that once and for all the recurrent moves 
to curtail its practice should be curbed. 

Optometry in South Africa could co-operate with or within 
any statutory body to eliminate malpractice, protect the public 
and control its members. It would abide by the definition 
of its functions which must be laid down on the basis of its 
long-established and presently-existing privileges. It asks for 
nothing more than an adequate measure of autonomy to con- 
trol and regulate its profession within the bounds of its defined 
scope. 

There should be no unsurmountable difficulty in devising 
conditions that will satisfy the requirements of all parties, and 
as you say in your conclusion, it is to be hoped that this 
very necessary and overdue legislation will not be much 
longer delayed. 

Optomertrist. 
22 January 1951. 
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PREGNENOLONE 
FOR RHEUMATOID ARTHRITIS 


Schering’s Research Laboratories are pleased to introduce to the 
Medical Profession PRENOLON, a new adrenocortical-like steroid 
for the treatment of rheumatoid arthritis and other collagen diseases. 
Preliminary studies by prominent clinical investigators reveal definite 
improvement in a significant percentage of patients treated with 
PRENOLON. Literature gladly available on request. 


PRENOLON, aqueous suspension, in multiple dose vials of 10 cc., 100 mg. per cc. 
PRENOLON ACETATE TABLETS 100 mg., in bottles of 24. 


£2 


Sole Distributors : SCHERAG (PTY.) LTD., P.O. BOX 7539 - JOHANNESBURG 


“CETOXOL Riva 


*‘CETOXOL" is a combination of 1%, Cetrimide (Cetyl-trimethy! ammonium bromide) and 2.2% Phenoxyethanol in Normal 
Saline. Cetrimide is a non-injurious cleansing agent having bactericidal properties. It is a cationic detergent and is bacteriostatic 
in high dilutions. 


Phenoxyethanol is an antiseptic effective 
Its action “‘in vitro"’ against ‘‘Ps Pyocyanea”’ is unaffected by the presence of 20% serum, when in a low concentration of 0.4%. 


““CETOXOL"’ may be freely applied, and it is better to leave on the skin to dry, as it exerts its bacteriocidal action for some hours. 


nst ‘Pseudomonas Py and other gram-negative organisms 


CLINICAL 


1. Sterilisation of the hands and skin. ‘““CETOXOL"’ containing 
Cetrimide rapidly removes dirt and bacteria from the skin and the 
Phenoxyethanol exerts an inhibiting action on “Ps Pyocyanea’’ and 
other gram-negative org It is in ble therefore, in the 
pre-operative ‘‘wash-up’’, especially when gloveless surgery is 


INDICATIONS 


3. The well-known cleansing and disinfectant properties of 
Cetrimide, combined with the anti-pyocyanea properties of 
Phenoxyethanol, make ‘“‘CETOXOL"’ invaluable for cleansing and 
disinfecting wounds, abrasions and particularly burns. 


4. In skin diseases ““CETOXOL" is found of great value in removing 
ointments, and the crusts and scabs in eczema, impetigo and other 


practised. Cetrimide being a cationic detergent, it is incompatible 
with anionic reagents such as soap and alkali hydroxides. All soap 
should, therefore, be rinsed off the hands before using ““CETOXOL"’. 
It is further used to remove blood from the Surgeon's hands, or 
gloves, if these are worn. 

2. The anti-pyocyanea value of ‘“CETOXOL”’ recommends its use 
as a pre-operative application in plastic surgery. 


Packing: 8-oz. and 16-oz. Bottles. 
TRADE ENQUIRIES: 


forms of skin disease. 


5. For promoting rapid healing of wounds and cuts, particularly 


when infection is present. 


Wounds and cuts should be swabbed 


over with ““CETOXOL"’ and gauze saturated with ““CETOXOL”’ 
placed over the wound and covered with occlusive dressing. 

Hypersensitivity to ““CETOXOL"’ may occur in a few cases after 
several applications, and is indicated by excessive dryness of the 


skin. 


}-galion and |-gallon Hospital packs. 


DURBAN: Stuart Jones and 
David Anderson, Ltd., 20 Queen 
Street. 


JOHANNESBURG: B. Owen 
Jones, Ltd., 129a Eloff Street 
Extension. 


EAST LONDON: B. Owen 
Jones, Ltd., 63 Cambridge 
Street. 


CAPE TOWN: Sciex (B. Owen 
Jones), Ltd., Raphael's Buildings, 
86 Darling Street. 
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ITALY has natural mineral baths supervised by 
qualitied medical men for every kind of treatment. 
Associated with the baths are social and artistic 
entertainments and sports, while excursions into 


the beautiful surroundings are gladly arranged. 


1 booklet containing full information on mineral 
pas in Italy may be obtained by applying to: 
Italian State Tourist Orhce 
STURROCK (Cape) Ltd. 


Security Building, Exchange Place, Cape Town 
or 2, Via Marghera, Rome, Italy 


MONTECATINI BATHS, THE TETTUCCIO POUNTAIN 


THE “OXYCILLIN” ATOMISER 


THE “OXYCILLIN’ ATOMISER ADMINISTERS OXYGEN AND 
PENICILLIN IN AEROSOL FORM. IT IS SPECIALLY DESIGNED FOR 
USE WITH OXYGEN TENTS OR ATTACHMENT TO AN OXYGEN 
INHALER. IT ADMINISTERS A DRY VAPOUR IN A FINE STATE 
OF SUBDIVISION AND EXTENSIVE RESEARCH HAS PROVEN 
THAT THE ““OXYCILLIN” FULFILS ALL THE REQUIREMENTS FOR 
EFFECTIVELY PRODUCING PENICILLIN AEROSOL IN A STATE 
READILY ABSORBABLE. 


THE UNIT IS ATTACHED TO A TWO-STAGE OXYGEN 
REGULATOR AND A CONTROL KNOB ENABLES THE SOLUTION 
TO BE GIVEN FOR SPECIFIC PERIODS WHILST OXYGEN IS 
GIVEN CONTINUOUSLY. A FINELY CALIBRATED SOLUTION 
CONTAINER ENSURES ACCURATE DOSAGE. 


Regd. Off. : Tel. 24-4336 


“OXYCILLIN"ATOMISER 1219, ESCOM HOUSE, RISSIK JOHANMESBURG. Box 8x74 
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AS THE TISSUES WEAKEN 
WITH THE YEARS 


of the senile intestinal wall results in : 
(1) Inadeq ci lubrication of intestinal contents. Agarol provides replacement 
therapy by supplying colloidal agar-agar similar to natural mucin in its lubricant qualities. It 
Al also provides highly emulsified mineral oil which homogenizes intestinal contents to form a soft, 
lubricated, easily propelled mass. 
(2) Inadequate peristalsis. Agarol Emulsion re-activates peristalsis. Gentle, controlled stimulation 
sufficient to overcome intestinal atonicity is achieved through highly purified white phenolphthalein. 
(3) Inadequat i. e. Faecal hardening through excessive fluid absorption during prolonged 
retention in the distal colon and rectum is prevented or corrected by Agerol : rectal delay is eliminated and 
a moist, well formed stool is passed. Each 
tablespoonful of Agarol ensures retention of 
100 c.c. of water in the stool. 


Secretory dysfunction and muscular atrophy 


Sole Distributors 
WILLIAM R. WARNER @& CO. (PTY.) LTD., 6-10 Searle Street, Cape Town 
No. 55 Ex. 


(TULLE-GRAS 
MEDICAL PRICES 
24 dressings 4” sq. 
(approx.) 


OpTuLte (Tulle-Gras) is an open-mesh gauze impregnated with Bal- 
S/- per tin sam of Peru in a Petroleum-jelly base, prepared under aseptic conditions 
CONTINUOUS STRIPS and heat sterilised after packing in containers. 


S yds. x 8” I1/- per tin 
Optulle dressings are non-adherent, being easily removed without 


pain or damage to newly-formed tissue. They have the great advantage that 
they require only infrequent changing, as their wide mesh permits free 
drainage of exudates, a point of particular value in the treatment of septic 
wounds, indolent ulcers, eczemas and similar skin troubles. 

Optulle is a very effective first-aid dressing for burns, scalds, cuts and 
abrasions. It is also used in plastic surgery and as a dressing for skin-grafts. 
It contains no irritant or toxic substances and is completely safe in the 
patient's hands. 

Manufactured by 


PERIVALE LABORATORIES LID 


PERIVALE - MIDDLESEX ENGLAND 
Sole Distributors for Union of S. Africa and the Rhodesias : 
CHAS. F. THACKRAY (S.A.) (Pty.) LTD. 


P.O. BOX 2726 JOHANNESBURG and P.O. EOX 816 CAPETOWN 
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econd Helpings 
lM, 


... are the rule during administration of the 
newest growth factor, Vitamin B,, 


Now available as 


BE-BALT 12 TABLETS 


5 microgrammes per tablet 
20's, 60's 
and in 


SYRUP C.V.S. 


A palatable, citrus-flavoured and readily accepted preparation 
containing in each § c.c.: 


Vitamin A 3,000 iu Nicotinamide 10 mg. 

Vitamin B, 1.5 mg Vitamin C 40 me 

Vitamin B, 1.2 mg Vitamin D500 iu 
Vitamin B,, | microgramme 


4 oz. 16 oz. 80 oz. 
Manufactured in South Africa by 


PETERSEN'S 
PETERSEN LTD 


Box 38, CAPE TOWN Box 5992, JOHANNESBURG 


For All Surgical Requirements 


including 


Davis and Geck Sutures 

‘Vim’ Syringes and Needles 

Scialytic Shadowless Theatre Lights 

Optulle and Calgitex Surgical Dressings 

Sterling Rubber Gloves 

Zeal’s Thermometers 

S.E.S. Sterilizers 

‘Lawson Tait’ Bedsteads 

Eldorado Radium and Accessories 

‘Thackray’ Surgical Instruments and 
Hospital Equipment 


301-303 Boston House, 
Strand St 


23 Orion House, 
235 Bree Street 


Box sie Box 


TT 
ANAESTHETIC ETHER 


| Manufactured by 


THE WATAL CANE BY-PRODUCTS L10. 
OF MEREBANK 


Guaranteed to conform to 
the requirements of the 1948 
British Pharmacopoeia and the Speci- 
fication of the South African Bureau 
of Standards. Equal to the finest 
imported Ether. 

In cases, each containing 
12 » | lb. Amber Coloured Bottles, 
similar to those used in Europe. 


For further information please write to the selling Agents 


| C. G. SMITH & CO, LTD. 


301 Smith Street, P.O. Box 43, Durban 


Bert Mendelsohn (Pry.) Lrd., C. G. Smith & Co., Led., 
P.O. Box 565, Johannesburg. P.O. Box 1314, Cape Town. 


Courlanders’ Agencies. 
| Il P.O. Box 352, East London. 
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The Medical Association of South Africa 
Die Mediese Vereniging van Suid-Afrika 
AGENCY DEPARTMENT : AGENTSKAP AFDELING 


CAPE TOWN : KAAPSTAD 


Medical House, P.O. Box 643, Cape Town. Telephone 2-6177 
Mediese Huis, Posbus 643, Kaapstad. Telefoon 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 

(608) Natal. Dispensing practice with two appointments. 
Attractive free house with one appointment, and free elec- 
tricity, water, fuel and allowance for one servant. Takings 
approx. £1,000 pa. Premium required for goodwill, drugs 
and surgery furniture, £800. 
(475) Durban. Prescribing practice. Cash receipts for year 
ending July 1950, £1,277. Premium required £1,000 (drugs, 
surgery furniture included). House for sale £4,250, terms 
available. 


SPREEKKAMERS : CONSULTING ROOMS 


(621) Southern Cape Town suburb. Surgery and two waiting 
rooms etc. Rental £15 p.m. Excellent and select locality. 


PRAKTYKE VERLANG : PRACTICES REQUIRED 
(460) Thoroughly bilingual young doctor interested in 
assistantship with view to partnership or option to purchase 
partnership in practice with surgical scope. 


PLAASVERVANGER BESKIKBAAR : LOCUM 
AVAILABLE 
(602) Bilingual practitioner accustomed to R.M.O. and DS. 
work, available from | March. Would prefer locum tenencies 
on the Rand, Pretoria or Free State Gold Mining areas. 


. 


JOHANNESBURG 
Medical House, 5 Esselen Street. Telephones 44-9134-5 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(Pr/S19) Vrystaat plattelandse praktyk. Totale jaarlikse bruto- 
ontvangste £2,700. Premie £750. 

(Pr/S$14) Transvaal country practice. Income approx. £1,000 
p.a. Transferable appointment held. Premium £500. 
(Pr/S16) Transvaal hospital town. Income £2.300. No surgery 
done. Practice is for sale with large house at £5,000. 
(Pr/S20) Transvaal prescribing and dispensing practice. Gross 
income 1950, £4,000. D/S and M.O.H. appointments held. 
House for sale at £3,000 or to let at £17 10s. p.m. Premium 
£2,000. This includes drugs, surgery furniture and instruments. 
(Pr/$21) Practice in progressive Eastern Transvaal town. Gross 
income 1950, £2,100. Drugs, surgery furniture and instruments 
included in premium. What offers? 


ASSISTENTE VERLANG : ASSISTANTS REQUIRED 
(A/O17) Assistant required for practice in S. Rhodesian 
mining and ranching district. Terms £2 2s. p.d. Own car 
advantage but not essential. Main interest should be surgery. 
Good prospects for later partnership or independent practice. 


PRAKTYKE BENODIG : PRACTICES REQUIRED 
(P/W1) Partnership wanted. G.P. Jewish, aged 36. Surgical 
Fellowship. Able to do major D.P. surgery. Available 
February. 

(P/W20) Partnership wanted in Johannesburg general practice 
by young doctor experienced in Paediatrics (D.C.H.). 


PLAASVERVANGERS VERLANG : LOCUMS REQUIRED 


(L/V80) Transvaal, 21/2/51-21/3/51. Must be Gentile with 
own car. Salary £2 2s. p.d. Hotel and car expenses will be 


paid. 

MEDICAL EQUIPMENT 
(1/014) In new condition, * British Encyclopaedia of Medical 
Practice", plus annual editions of *‘ Medical Progress’. £25 
0..0. 
(O15) * Illustrations of Regional Anatomy’ by E. B. Jamieson, 
7 books. £4 o.n.0. 
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VEGEMITE 


This concentrated yeast extract is one of the best- 


known food sources of the B complex group of 


vitamins. 


The manufacturers state: ‘It can be said quite 
confidently that this product is in the front rank 
of yeast extracts, and according to our analysis of 
all samples of competing products available to us. 


VEGEMITE is superior to them all’. 


Write to P.O. Box 1352, Cape Town, for a copy 
of a technical book on the value of Vegemite 


in the diet, and for a free sample. 


Universiteit van Pretoria 

SENIOR LEKTOR IN ANATOMIE 
Aansoeke word ingewag vir die pos van voltydse senior 
lektor in Anatomie op die salarisskaal £780 x 40—£940, plus 
‘n lewenskostetoelae van ongeveer £200 per jaar aan getroudes 
en £80 per jaar aan ongetroudes. ‘n Hoér aanvangsalaris sal 
oorweeg word op grond van kwalifikasies en ervaring. Aan 
die suksesvolle eee sal die reg van ‘n beperkte privaat 
praktyk waarskynlik verleen word. 

Aansoeke van medici vergesel van volledige besonderhede 

iv.m. akademiese kwalifikasies, ervaring, ouderdom, ens., 
moet die ondergetekende bereik op of voor Vrydag, 23 


Februarie 1951. 
J.C. V. Breytenbach 
Registrateur 


(G 28187) 


For Sale: Fruit Farm 


Fifteen miles south of Johannesburg, in rich farming area in 
which there is no doctor resident for 200 square miles. Six- 
roomed modern house and two rondavels, with large room 
suitable for surgery. Hot and cold water, inside sewerage, 
telephone; 1,600 fruit trees plus 1,000 other trees and shrubs 
planted on beautiful north-facing site of 31 acres. Swimmin 

pl, rockeries, garden, fowl-runs, three fenced camps. Idea 
oe general practitioner wishing semi-retirement or for young 


doctor desiring local practice; 25 minutes from Johannesburg. 
Price £9,750. Large bond available. Write to ‘A. E. P.’, 
P.O. Box 643, Cape Town. 


Practice for Sale 


Well-established Physician's practice for sale. Well-equipped 
and designed consulting rooms in centre of Pretoria, reasonable 
rental, premium merely nominal in deceased Estate. Reference 
books and medical equipment, including Electro Cardiograph 
and B.M.R. apparatus and furniture can also be taken over 
and if required also large dwelling-house in Arcadia. Apply: 
W. F. van der Merwe & Co. P.O. Box 499, Pretoria. 
Attorneys for Executor Dative. 
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City of Cape Town 
STAFF VACANCIES 
RESIDENT MEDICAL OFFICERS 
CITY HOSPITAL FOR INFECTIOUS DISEASES (1) 
BROOKLYN HOSPITAL FOR CHEST DiSEASES (1) 
Grade No. 142, Scale £852 « 24- 4948, less £96 per 
annum tor quarters, rations and laundry. 
Applications are invited from suitably qualified persons under 
4) years of age tor the abovementioned positions. 

Appucants must be registered medical practitioners. 

Ine successtul applicants will be required to reside at the 
hospital to which they are appointea, to work under the 
direction of the Medical Superintendent of Hospitals, to devote 
the whole of their time to the duties of their ommces and not 
to engage in private practice. If married, permission may be 
granted to live out until accommodation is provided at the 
nospital. 

Experience in modern methods of treatment of tuberculosis 
and other infectious diseases will be a recommendation. 

In addition to the salary stated above, a temporary non- 
pensionable cost-of-living allowance will be paid. 

The appointments will be subject to the provisions of the 
Cape Municipal Ordinance No. 10 of 1912, the Standing 
Orders of the Council and to the Municipal Staff Code aii 
as amended from time to time. 

Applications in duplicate on the prescribed forms, obtainable 
from the Senior Staft Officer, Municipal Buildings, Longmarket 
Street, Cape Town, should reach him not later than 19 
February 1951. 

Canvassing of Councillors will be a disqualification. 


City Hall Frank Gale 

Cape Town Deputy Town Clerk 
26 January 1951 


Public Service Commission 
VACANCIES IN THE PUBLIC SERVICE 
1. The attention of medical practitioners, registered with the 
South African Medical and Dental Council, is drawn to an 
advertisement appearing in the Government and Provincial 
Gazettes of this week, inviting applications for the undermen- 
tioned posts: 


Department Salary 
Post Administration scale 
Medical Inspector of Cape Provincial £900 « 40—£1,100 
Schools Administration x 50-—£1,200 
District Surgeon Health £960 x 40— 
£1,120 
District Surgeon Health £720 x 30-—£900 


x 40—£1,020 
£840 x 30—£960 
£600 30-—£840 

plus privileges of 

quarters, _rations, 

fuel, light and 
laundry 

2. In addition to salary a cost-of-living allowance at the rate 
of £208 per annum (married) and £50 per annum (single) is 
payable at present. 

3. It is emphasized that full and detailed particulars of quali- 
fications and previous experience (including military service) 
must be furnished but original certificates and testimonials 
should not be submitted. Application forms (Z.83 and 
P.S.C.8(a)) are obtainable from the Secretary, Public Service 
Commission, Pretoria. to whom filled-in forms must be 
addressed 

4. The closing date for the receipt of applications is 3 March 
1951. (27045) 


Medical Officer 
Medical Officer 


Labour 
Health 


Locum Wanted 


At Tsumeb Mine Hospital, for the period 24 March to 27 April 
1951. Remuneration three guineas per day all found. The 
return air fare to Windhoek and air or bus fare from Windhoek 
will be refunded. Apply Senior Medical Officer, Tsumeb 
Hospital, Tsumeb, South West Africa. 


Mepicat JOURNAL 
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City of East London 


PUBLIC HEALTH AND SOCIAL WELFARE DEPARTMENT 
VACANCY FOR RESIDENT MEDICAL OFFICER 


Applications are invited from qualified medical practitioners 
for the position of Resident Officer at the Council's Infectious 
Diseases Hospital for the periods January to June 1951 and 
July to December 1951. 

The appointment will be on the salary grade of £250 per 
annum with £7 11s. 8d. per month living-in cost-of-living allow- 
ance for married housemen, and £3 7s. 2d. for a single house- 
man. Arrangements can be made for married applicants. 

Applications must be addressed to the undersigned, stating 
age, marital status, qualifications, experience if any, and the 
earliest date duty can be assumed. 

H. H. Driffield 


Town Clerk 
City Hall, East London 50/140/5 


17 January 1951 (8) 


Union Defence Force 
SOUTH AFRICAN MILITARY NURSING SERVICE 
Vacancies exist on the establishment of the South African 
Military Nursing Service for: 
Trained Nurses, 
Student Nurses, and 
Nursing Assistants. 
For full particulars apply to: 
Matron-in-Chief 
Office of the Surgeon General 
General Headquarters 
Pretoria 
Or Or 
Principal Matron Senior Matron 
1 Military Hospital 2 Military Hospital 
S.A.M.C. S.A.M.C. 
Voortrekkerhoogte Wynberg 
(27108) 


Unie-Verdedigingsmag 
SUID-AFRIKAANSE MILITERE VERPLEEGDIENS 
Daar bestaan vakatures op die sterkte van die Suid-Afrikaanse 

Militére Verpleegdiens, Staande Mag, vir: — 
Opgeleide verpleegsters, 
Student-verpleegsters en 
Verpleegstersasistente. 
Aansoeke om volledige besonderhede moet gerig word aan :— 
Die Oppermatrone 
Kantoor van die Geneesher-generaal 
Groothoofkwartier 
Pretoria 
Of aan:— 
Die Senior Matrone 
2 Militére Hospitaal 
S.A.G.D. 
Wynberg 


Of aan: — 
Die Eerste Matrone 
Hospitaal 


S.A.G.D. 
Voortrekkerhoogte 
(27108) 


Praktyk te hoop 

Goed toegeruste privaat algemene praktyk met cie bereiding 
van medisyne. Bruto inkomste oor £2,000 per jaar (hiervan 
ongeveer £65 per maand van naturelle). Geen chirurgie. 
Geen aanstellings. Goeie kans vir uitbreiding. Naaste 
hospitaal 25 myl ver. Premium £1,000—£600 kontant, res 
afbetaalbaar oor 12 maande. Huurhuis beskikbaar. Skryf aan 
A. E. W.’, Posbus 643, Kaapstad. 


Wanted 
Resident Medical Officer for the Kearsney Healing Home. 
Christian venture. European and non-European work. Apply 
The Warden, Kearsney Healing Home, Kearsney, Natal. 


Mepicat House, 35 Wale Street, Cape Town. 
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S.A. TYDSKRIF VIR GENEESKUNDE 


Die Nuutste Drietal teen 
Hartverswakking 


THEOPHYLLINE 


Salyrgan - Theophylline — Potente kwik- 
middel vir diurese. Tweedens in belangrik- 
heid na digitalis vir herstelling en instand- 
houding van gesonde bloedsomloop werking. 
Voorsien in ampule van | ks. en 2 ks. in 
dosies van 5 ampule elk vir binnespiers en 
intraveneuse toediening; tablette in bottles 
van 20 en 250 elk vir orale toediening. 


DIGISIDIN 
NEOCURTASAL 
SALYRGAN 
Handelsmerke 


DURBAN 


Prikkeling van verswakkende hart 
(Toediening van Digitalis). 


Verwydering van edeem. 


Beperking van ,,Natrium’’ inname deur 
middel van ’n plaasvervanger van sout. 


Digisidin—Suiwere kristalvormige digitok- 
sine. 1,000 keer meer werksaam as digitalis 
blaar. Vir betroubare toediening van digi- 
talis. | Voorsien in tabletvorm 0.1 mg. 
(ligrooi) en 0.2 mg. (wit) verpak in bottels 
van 50 tablette. 


Neocurtasal—Sout (natrium) vrye toebe- 
reidingmiddel weer verkrygbaar met 'n nuwe 
verbeterde formula. Smaak goed, net soos 
sout. Voorsien in 2 ons soutvaatjies en 8 ons 
bottels. 


( Gelus.) Bok, 


Posbus 2865 
JOHANNESBURG 


Posbus 2204 
KAAPSTAD 
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TRADE MARK 


SODIUM 
(cycLamare soofum, 


A stable, synthetic sweetening agent with no 
caloric value. For use in diabetic, reducing or 
other diets in which sugar is forbidden or 
the amount limited. @ 


SUCARYL SODIUM has these advantages over 
Saccharin:— 

1. It has no bitter after-taste if used moderately and is, there- 
fore, especially palatable in hot drinks, such as coffee or tea, 
and in iced drinks. 

2. It may be used in cooking and baking foods—such as fruits, 
pastries, etc., since it is not decomposed by the heat neces- 
sary for their preparation or by boiling in solution.) 


SUCARYL SODIUM j-Gm. tablets (each 
equivalent to | teaspoonful of sugar) are 
available in bottles of 100 tablets—List 3889. 


Now Available From :— 
ABBOTT LABORATORIES S.A. (Pty.) Ltd. 
JOHANNESBURG - CAPE TOWN - DURBAN 
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